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Staphylococcal Pneumonia 


W. T. Couter, M.D., DECATUR 


Geplriocceal pneumonia is but one facet of 
the problem of hospital-acquired staphylococ- 
cal infections. There is a growing number of 
articles in all journals, including lay magazines, 
concerning the incidence and importance of this 
problem. The number of hospital admissions due 
primarily to staphylococcal infections has not 
shown any recent marked increase ; the incidence 
of such infections arising within the hospital has. 
The importance of such infections is shown by 
a study by Godfrey and Smith in the University 
Hospital at Iowa City where 4 per cent of the 
autopsies for 1956 were due primarily to staphy- 
lococcal disease and in another 14 per cent staphy- 
lococci had contributed materially to the patient’s 
death. All in all there were some 129 deaths in 
1956 in which staphylococci were involved either 
primarily or secondarily. 

In a similar study at the 350 bed King County 
Hospital in Seattle, Wysham and Kirby? found 
some 38 hospital-acquired staphylococcal infec- 
tions a month and of these, six patients died. 
The authors calculated that the yearly incidence 
of hospital-acquired staphylococcal disease was 
greater than the yearly incidence of poliomyelitis 
in the state of Washington, and the number of 
deaths far greater. This problem has been devel- 
oping slowly over the past decade and its magni- 
tude has not become apparent until recently. 


Presented before the Section on Medicine, Illinois 
State Medical Society, May 22, 1958, Chicago. 


The primary offender in hospital-acquired 
staphylococcal infections has been the so-called 
“tame” or “hospital” staphylococcus. This is a 
coagulase-positive, hemolytic S. aureus of the 
phage group III. With some variation this organ- 
ism is resistant to penicillin, streptomycin, and 
the tetracyclines; is less resistant to Chloromyce- 
tin® and Erythromycin®; and is fairly sensitive 
to Bacitracin®, Novobiocin®, Carbomycin®, and 
Neomycin®, 

Surveys have consistently demonstrated that 
this organism is present in nose and throat cul- 
tures of otherwise healthy hospital personnel. 
Kighty to 95 per cent of physicians, nurses, and 
attendants harbor staphylococci in the anterior 
nares and 60 to 75 per cent of these have been 
resistant to many antibiotics*. To a far lesser 
degree, these same organisms are found in the 
general population outside the hospital. This 
organism is unique in its power to survive; it 
may live for months in blankets or mattresses. 
The air itself acts as a medium of transference 
and shaking out blankets may disseminate the 
micro-organisms. The existence of such a large 
reservoir of pathogenic staphylococci renders 
likely the possibility of staphylococcal parasitiza- 
tion of the hospitalized patient. 

The widespread use of antibiotics has been 
held partially responsible for the growing inci- 
dence of hospital-acquired staphylococcal disease. 
Antibiotics have been widely used for prophylac- 
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tic reasons but that this plan is not only falla- 
cious but actually dangerous is shown by a recent 
study by Petersdorf and his colleagues at Johns 
Hopkins Hospital*. Between November 1955 and 
February 1957, all unconscious patients were 
placed into two groups. One received antibiotics 


-namely, penicillin, streptomycin, or the tetra- 
cyclines; the other received none. Although only 
a few patients had hemolytic staphylococci on 
nose and throat cultures on admission, such 
organisms appeared in 85 per cent of all coma- 
tose patients during hospitalization. Severe 
secondary bacterial infection occurred only in 
the group receiving antibiotics; these were in- 
fections from either hemolytic staphylococci or 
gram negative rods. Pulmonary complications 
occurred in 45 per cent of the prophylactically 
treated group whereas pneumonitis occurred in 
only 15 per cent of the untreated. The strains 
of micrococci (hemolytic staphylococci) isolated 
from the treated group were more resistant to 
antibiotics than those isolated from the controls. 

Knight and associates’ have shown that the 
administration of an antistaphylococcal drug sig- 
nificantly increases the chances of the hospital- 
ized patient becoming a carrier of a strain of 
“hospital staphylococci” resistant to antibiotics. 

A patient entering the hospital with an antibiotic 
sensitive strain of staphylococci generally main- 
tains that strain throughout his hospital stay. In 
contrast, patients receiving either penicillin or 
a tetracycline tend to become carriers of staphy- 
lococci predominant in that hospital. It seems 
evident that hospitalized patients, particularly 
those receiving antibiotics, can hardly escape 
from hemolytic staphylococcal colonization. That 
more patients do not develop staphylococcal dis- 
ease is remarkable, and the immune mechanism 
preventing such infection needs further investiga- 
tion. The wanton use of antibiotics may in some 
patients add the second link in the pathogenesis 
of hospital-acquired staphylococcal disease. 

Steroid therapy—by changing the host-para- 
site relationship in as yet some unknown manner 

—has been implicated as a factor in the increased 
incidence of such infections. Six patients out of 
206 at Iowa City were receiving steroids and of 
these, three had staphylococcal infections’. One 
patient to be reported here had been so primed. 

There are two main syndromes of staphylococ- 
cal pneumonia. The type to arise outside a hos- 
pital occurs as a primary pneumonia in infants 
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and young adults, and the organism tends to be 
sensitive to most antistaphylococcal drugs. In the 
past, this infection tended to follow influenza and 
could at times be most vicious, as was docu- 
mented by 152 deaths in 154 healthy young men 
with staphylococcal pneumonia in a influenza 
epidemic in an army camp in 1918*. The second 
syndrome occurs in hospitalized patients and, for 
the most part, is caused by organisms resistant to 
antistaphylococcal drugs. This too causes a high 
mortality, ranging from 50 to 90 per cent. The 
debilitated patient is most susceptible and it has 
been stated that staphylococci now hold the role 
formerly occupied by pneumococci in producing 
terminal infection®. That such a disaster can oc- 
cur in better risk patients will be shown by the 
following report: 

In a 200 bed hospital over a five week period 
this winter, three hospitalized patients died from 
fulminating staphylococcal pneumonia. All three 
were recovering from the relatively minor con- 
dition for which they were hospitalized when the 
fatal infection occurred. In none was influenza a 
forerunner and the fatalities occurred in widely 
separated areas of the hospital. 

The first death (Figure 1) occurred in a 56 
year old white male, who entered the hospital in 
a paroxysm of-bronchial asthma. He had been 
receiving 10 mg. of prednisolone daily for 14 
months; an acute asthmatic paroxysm had 
started about 48 hours prior to admission. With 
the exception of a two year history of asthma and 
nasal polyps, and an acute depression in 1955, 
his past medical history was noncontributory. 
Physical examination on admission was essential- 
ly negative except for an elevated blood pressure 
of 150/110, a respiratory rate of 30, a pulse rate 
of 118, musical rales in all lung fields, and la- 
bored breathing., His admission blood studies 
revealed a hemoglobin of 16.1 gm., or 103 per- 
cent, a white blood cell count of 8,000, a hemato- 
crit of 48, and a differential of 76 per cent seg- 
mented polymorphonuclear cells, 1 per cent band 
cells, 14 per cent lymphocytes, 5 per cent eosino- 
philes, and 4 per cent monocytes. The urine and 
Kahn were negative. He improved until the third 
hospital day, when fever was first observed. On 
the fifth day, bloody sputum and extreme dys- 
pnea were noted. On this day the white blood cell 
count was 5,800 with a differential of 65 per cent 
segmented polymorphonuclear cells, 9 per cent 
band cells, 15 per cent lymphocytes, 1 per cent 
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band cells, and 10 per cent monocytes. On this 
same date chest X-ray showed emphysema but 
no pneumonitis. He received 20 mg. of Sterane® 
throughout his entire hospital stay, and over the 
last 36 hours he received 40 mg. Starting the sec- 














ond day of fever, he received intramuscular peni- 
cillin and streptomycin; oral Terramycin® was 
substituted the final few hours. In spite of other 
supportive therapy his course was swiftly and 
relentlessly downhill with death occurring about 
100 hours after the first appearance of fever. 
No sputum cultures were obtained. Postmortem 
examination showed that the primary cause of 
death was a hemorrhagic necrotizing bilateral 
pneumonitis. The microscopic sections showed 
numerous coccal colonies around the periphery 
of small abscesses. The adrenals were normal. 
The second fatality (Figure 2) occurred in a 
53 year old white male admitted for a trans- 
urethral resection. He had been treated as an 
outpatient for some months prior to admission 
for a persistent cystitis and prostatism and had 
received sulfonamides and Mandelamine® dur- 
ing that period. His past medical history was 
essentially noncontributory except for the history 
of persistent genitourinary difficulty dating back 
io the discovery of a urethral stricture in 1931. 
Physical examination was normal except for a 
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two plus prostatic hypertrophy. On admission, 
blood studies revealed a hemoglobin of 16.1 gm., 
or 103 per cent, a white blood cell count of 7,400, 
a hematocrit of 47, and a differential of 57 per 
cent segmented polymorphonuclear cells, 33 lym- 
phocytes, 6 monocytes, 3 eosinophiles, and 1 band 
cell. The urine showed 15-20 white blood cells, 
and 5-10 red blood cells per high power field. The 
blood nonprotein nitrogen was 41 mg. per cent 
and the Kahn negative. Twenty-four hours after 
admission a transurethral resection and vasec- 
tomy were performed. Continuous fever first ap- 
peared on the second postoperative day. He re- 
ceived Chloromycetin® and Furadantin® 
throughout most of his hospital stay. On the 
sixth postoperative day fever had almost vanished 
and he had no complaints. Thereafter the temper- 
ature rose and chest pain and dyspnea appeared. 
A chest X-ray on the eighth postoperative day 
revealed a right middle lobe pneumonia. Peni- 
cillin and streptomycin were substituted for 
chloromycetin the last few days. Energetic meas- 
ures during the last few hours were ineffectual 
and the patient expired on the tenth postopera- 
tive day about 96 hours after he seemed well on 
the road to recovery from his operation. A sputum 
culture obtained shortly prior to death showed 
many colonies of Staphylococcus aureus, which 
were sensitive to Erythromycin®, Bactracin®, 
Aureomycin®, and Matromycin® and resistant to 
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sulfonamides, penicillin, and Chloromycetin® 
among others. Autopsy revealed the primary 
cause of death to be a severe bilateral bronchial 
pneumonia and the sections again showed areas 
of multiple small abscesses with coccal colonies. 

The third fatality (Figure 3) occurred in a 
22 year old female, who expired about 20 hours 
after delivery. She was admitted primarily be- 
cause of gross hematuria without constitutional 
symptoms occurring during her eighth month of 
pregnancy. The past medical history was un- 
eventful and her pregnancy up until the morning 
of admission had been without incident. That 
morning she noticed coffee-colored urine and was 
admitted for observation. Physical examination 
revealed nothing save an eight month pregnancy. 
On admission the blood studies showed a hemo- 
globin of 11. 4 gm. or 73 per cent, a white blood 
cell count of 7,500, a microhematocrit of 34, and 
a differential of 53 per cent segmented polymor- 
phonuclear cells, 44 lymphocytes, and 3 mono- 
evtes. The admission urine was grossly bloody 
with a two plus albuminuria, a concentration of 
1.011, and no pyuria. The N. P. N. on admission 
was 31 mg. per cent; subsequent similar deter- 
minations were all normal. Repeated urines 
throuzh the eleventh hospital day were grossly 
bloody ; thereafter, there was no hematuria. On 
the tenth hospital day the ¢ 
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reactive protein was 
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positive one plus and sedimentation rate was 24 
mm. per hour corrected. Through her first nine 
hospital days she was comfortable and asympto- 
inatic except for the persistent gross hematuria. 
She received prophylactic penicillin during most 
of this period. Cough and fever were first no- 
ticed on the eleventh hospital day and penicillin 
was restarted. She received one pint of blood on 
the twelfth hospital day, with improvement. On 
the thirteenth day fever reappeared, along with a 
cough and chest pain. On the fourteenth hospital 
day, chest X-ray showed a patchy zone of pneu- 
monitis in the lingular portion of the left upper 
lobe. There was no great change on the fifteenth 
hospital day although she continued to complain 
of dyspnea, chest pain, and cough. A sputum 
culture showed many colonies of Staphylococcus 
aureus, sensitive only to Chloromycetin® and 
Krythromyein®, She delivered a living baby at 
1:13 a.m. on the sixteenth hospital day. There- 
after, her decline was rapid with marked hemop- 
tysis, apprehension, and dyspnea. Respirations 
ceased at 12:47 p.m., or about 20 hours after 
delivery. During her last few hours, she received 
llotycin®, Albamycin®, and Terramycin® in ad- 
dition to supportive measures. Subsequently the 
baby developed a staphylococcal rhinitis and 
many staphylococcal skin abscesses. This organ- 
ism showed a pattern of sensitivity similar to the 
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mother’s. Autopsy showed severe bronchial pneu- 
monia of the left lung and severe edema and 
congestion of the right lung. Some sections 
showed small abscesses. The genitourinary tract 
showed no lesion that could be held responsible 
for the gross hematuria except for a very small 
renal cystic structure, suggesting connective tis- 
sue that had undergone decidual reaction. 
SUMMARY 
Staphylococcal pneumonia, particularly in a 
hospital patient, represents a grave threat to life, 
and this threat is present now in all hospitals. 
It is highly important to keep this possibility in 
mind, and the appearance of clinical pneumonia 
in a hospital patient, especially in those already 
on steroids or antibiotics, should be regarded as 
a staphylococcal pneumonia until proved other- 
wise. As staphylococcal pneumonia is a necrotiz- 
ing process, causing multiple small abscesses, 
treatment during the first few hours is manda- 
tory. During the first few hours of such a pneu- 
monia, it is impossible to distinguish it clinically 
from any more benign bacterial pneumonia, and 
if treatment is to be successful vigorous therapy 
during those first few hours is essential. 
As soon as a Clinical diagnosis of pneumonia 
is made, sputum and sensitivity studies should 
he started; then energetic treatment of this 
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pneumonia with antistaphylococcal drugs should 
be undertaken during the time needed to con- 
firm the diagnosis. As certain strains of staphy- 
lococci tend to be constant and predominant in 
any one hospital, the choice of antibiotics might 
be determined by data already collected on previ- 
ous cases by the hospital laboratory. Vigorous 
treatment by a battery of such antibiotics to 
which other staphylococcal cultures have been 
sensitive will not endanger the patient if the 
diagnosis is not confirmed. If confirmed, such 
therapy may mean the difference between a nor- 
mal living patient, a permanent respiratory crip- 
ple, or a fatality. 
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Advances in Medical 
Treatment of Glaucoma 


WiLuiaM H. Mipp.ceton, M.D., ALTON 


N INCREASE in fundamental knowledge 
of any disease process usually leads to im- 

proved methods of therapy. Thus in glaucoma, 
advances in our basic knowledge, particularly in 
the areas of aqueous secretion and the outflow 
mechanism have led to the development of many 
new therapeutic agents. While several new and 
potent miotic drugs recently have been intro- 
duced, more interest has been shown in drugs 
that lower intraocular pressure by inhibiting 
aqueous secretion, These drugs may be divided 
into 2 groups: (1) compounds that inhibit ear- 
honic anhydrase, and (2) a miscellaneous group 
of drugs that inhibit aqueous formation by other 
mechanisms as yet unknown. 

I, CARBONIC ANHYDRASE 

INHIBITORS 
A. Diamox® 

The decrease in intraocular pressure in man 
by the systemic administration of acetazolamide 
(Diamox), was first reported by Becker in 1954." 
Interest in this new drug was immediate and 
widespread among ophthalmologists and numer- 
ous reports on its clinical use soon appeared**. 
The drug also has proved a valuable laboratory 
tool in the study of aqueous humor dynamics 
and there is now general agreement on most of 
its actions. ‘These include a lowering of intra- 
ocular pressure, a decrease in aqueous humor pH 
and bicarbonate excess, an increase in ascorbate 
concentration of the aqueous, and a decrease in 
the rate of aqueous secretion’. Thus Diamox low- 
ers intraocular pressure without changing the 
outflow facility. Its hypotensive effect is addi- 
tive to that produced by miotics, and Diamox 
should be considered as a supplement or adjunct 
to miotic therapy. It is only in the occasional 

From the Department of Ophthalmology, Washington 
University School of Medicine, St. Louis, Missouri. 

Presented before the Section on Eye, Ear, Nose and 
Throai, Illinois State Medical Society, 118th Annual 
Meeting, Chicago, May 20-23, 1958. 
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rare case of pure hypersecretion glaucoma that 
the use of Diamox alone may be justified. 

In the past four years the clinical use of aceta- 
zolamide in the therapy of the glaucomas has 
become clarified. It is valuable in acute angle 
closure glaucoma when used pre-operatively to 
lower tension and prepare the eye for surgery. 
However, when used in the treatment of chronic 
narrow angle glaucoma as a substitute for sur- 
gery it is almost uniformly unsuccessful. Fur- 
thermore, as Chandler has warned, such therapy 
eventually leads to closure of the angle by an- 
terior peripheral synechiae so that the case can 
no longer be cured by peripheral iridectomy and 
one must resort to the less desirable filtering pro- 
cedures?. 

Acetazolamide has one of its greatest fields of 
usefulness in the treatment of secondary glau- 
coma. If ocular tension can be controlled by 
Diamox and the fundamental disease process 
cured, undesirable surgical intervention to con- 
trol the tension can be avoided. 

Several long term clinical studies have shown 
that certain selected patients with chronic sim- 
ple glaucoma can be controlled medically by the 
addition of Diamox to their miotic regime®. Two- 
thirds of the failures in long term therapy of 
open angle glaucoma are due to intolerable sys- 
temic side effects, the most common being ano- 
rexia, weight loss, and excessive fatigue. One of 
the more serious side effects is the occurrence of 
ureteral colic and the formation of calculi in the 
urinary tract. This serious complication, which 
is being reported with increasing frequency, may 
result from decreased citrate excretion in the 
urine which occurs with Diamox therapy’. 

One of the most common errors in Diamox ad- 
ministration is incorrect dosage. The average 
adult dose is 250 to 500 mg. every 4 to 6 hours. 
As 500 mg. produces maximum inhibition of 
aqueous secretion in man, larger doses are not in- 
dicated. On the other hand, a dose of less than 


Illinois Medical Journal 





hib 
apy 
ace 
one 
trai 
exe 
fore 
see] 
and 


prin 
anis 
usef 
glau 
ance 
O 
mim 
repo 


for F 


250 mg. every 6 hours will seldom give adequate 
control except in occasional cases of secondary 
glaucoma. In the acute glaucomas, when the pa- 


tient is nauseated, the initial doses of Diamox’ 


can be given parenterally. 

Because of the systemic side effects, the un- 
necessary use of Diamox is to be condemned. 
Such unnecessary uses would include: (1) the 
addition of Diamox to the therapy of a patient 
already adequately controlled on miotics; (2) 
the substitution of Diamox in place of mioties; 
and (3) long term therapy of a unilateral ab- 
solute glaucoma’. 

B. Cardrase® 

Kthoxzolamide (Cardrase), another 
carbonic anhydrase inhibitor, recently has be- 
come available for glaucoma therapy. Its actions 
are similar to Diamox but it is twice as potent’. 
The dosage for Cardrase is, therefore, approxi- 
mately one-half the dose for acetazolamide (125 
to 250 mg. every 4 to 6 hours). Unfortunately, 
in spite of the lower milligram dosage, patients 
on long term therapy have essentially the same 
systemic side effects as with Diamox. However, 
an occasional patient will tolerate Cardrase bet- 
ter than acetazolamide; others note fewer side 
effects with Diamox than with Cardrase. 


potent 


C. Neptazane® 

Neptazane is another carbonic anhydrase in- 
hibitor which is under investigation for the ther- 
apy of glaucoma. It 
acetazolamide but lowers intraocular pressure in 
one-third to one-fifth the dosage because it pene- 
trates the aqueous humor more effectively. It is 
excreted more slowly than Diamox and, there- 
fore, can be given every 8 hours. Neptazane 
seems to produce less in the way of side effects 
and is well tolerated by some patients who are 
unable to take Diamox‘. 


is similar in structure to 


Il. OTHER SECRETORY INHIBITORS 

Several pharmacological agents exert a hypo- 
tensive action when applied topically to the eye. 
One such drug is Vasopressin®, the antidiuretic 
principle of the posterior pituitary. The mech- 
anism of action is unknown. Vasopressin is a 
useful adjunct in the treatment of the acute 
glaucomas, but the rapid development of resist- 
ance precludes its use in long term therapy’. 


Of greater value are several of the sympatho- 
mimetic amines. Becker and Ley recently have 
reported on the use of topical epinephrine in the 
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therapy of the chronic glaucomas"’. They found 
that the addition of one drop of epinephrine 
hitartrate 414% once a day to the patient’s reg- 
ular miotie therapy reduced intraocular pressure 
an average of 13.4 mm. as the result of a 37% 
suppression of aqueous humor formation. Of 
even greater interest was the finding that the 
hypotensive effect of epinephrine is additive to 
the fall produced by Diamox, and the combined 
use of these drugs produces a greater fall in 
pressure than can be obtained by either agent 
alone. ‘This provides a possible means for con- 
trolling severe chronic glaucoma that has not 
responded well to either of these secretory inhib- 
itors alone. Topical epinephrine produces some 
transient burning and local irritation, but usual- 
lv can be tolerated. Its use is contraindicated in 
angle closure glaucoma because of the possibility 
of pupillary dilatation. Epinephrine solutions 
should be made up with an anti-oxidant and 
kept refrigerated to avoid deterioration. 

Isuprel® is a potent sympathomimetic amine 
that suppresses aqueous secretion. It does not 
dilate the pupil, but its use in glaucoma is limit- 
ed because of local irritation and systemic tox- 
icity*. 


Ill. ADVANCES IN MIOTIC THERAPY 

It should be emphasized that mioties are still 
the most important drugs in the medical treat- 
ment of glaucoma. In chronic simple glaucoma 
they lower intraocular pressure by improving the 
outflow tacility. Miotics thus act directly on the 
pasic outflow defect. Prepared solutions of the 
common miotic drugs are now available from 
several pharmaceutical companies. These prepa- 
rations have the advantages of sterility, proper 
buffering, and stability. There is some evidence 
that the addition of 0.5% methylcellulose to the 
solution increases the intensity and duration of 
miosis’, 

Research on new miotic drugs is directed to- 
ward stability, lessened toxicity and side effects, 
and greater effectiveness. One of the most prom- 
ising of the new miotic drugs is Phospholine 
Iodide®, an organic substituted quartenary am- 
monium compound. Recent reports from several 
clinics have shown it to be an effective, long 
acting miotic that will control intraocular pres- 
sure in some eyes unresponsive to other mi- 
otics***, Tonographic studies have shown it to 
produce dramatic improvement in outflow facili- 
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ty in many patients'’. Phospholine Iodide has 
the desirable properties of water solubility and 
stability. It is used in 0.25% solution usually 
once a day, preferably at bedtime. Side effects 
include brow ache, blurring of vision, and nau- 
sea, although these usually are less severe than 
with D.F.P. Long term follow-ups are necessary 
to determine whether this new agent will main- 
tain its effectiveness, or if resistance will develop 
on prolonged therapy. In common with other 
strong miotics, it is most useful in aphakice and 
open angle glaucomas. It should not be used in 


angle closure glaucoma. 


IV. SELECTION OF CASES FOR 
MEDICAL THERAPY 

Surgical therapy is indicated in certain types 
of glaucoma. Thus, medical treatment is ineffec- 
tive in congenital glaucoma and the treatment 
of choice is goniotomy. Angle closure glaucoma 
is primarily a surgical problem, that can be 
cured by peripheral iridectomy if treated early. 
In this type of glaucoma, medical therapy is use- 
ful in an acute congestive episode to lower ten- 
sion and prepare the eye for surgery. It also may 
he used postoperatively in an eye where iridec- 
tomy or a filtering procedure has not completely 
normalized tension. 

On the other hand, secondary glaucoma and 
chronic simple glaucoma are primarily medical 


problems and should be controlled by medical 


therapy if possible. Every ophthalmic surgeon is 
well aware of the shortcomings and complications 
of glaucoma sugery on these cases. With the 
many new drugs now available or under investi- 


gation, fewer and fewer of the secondary or 
chronic simple glaucomas need come to surgery. 
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A Report on 
Brain-Damaged Children 


Mitton C. BAuMANN, M.D., SPRINGFIELD 


HIS study was initiated by the Springfield 

Mental Health Center in September, 1955, 
as the first part of a report on brain-damaged 
children, Forty brain-damaged children, rang- 
ing in age from 5 through 12 years, were drawn 
from routine clinic admissions and studied from 
the standpoint of total environment and behav- 
ior. A staff of psychiatrists, psychologists, and 
social workers—each using his own techniques— 
investigated etiological factors and _ resulting 
effects. 

In this study we were interested mainly in 
children whose actions and behavior were differ- 
ent from that of others because of organic brain 
damage. ‘These children exhibited general hyper- 
activity, impulsive behavior, restlessness, emo- 
tional instability, and lack of inhibitions. In 
general, they were socially unaccepted. The ratio 
of male to female was three to one for brain- 
damaged children. The usual clinic intake shows 
a ratio of two to one. This raises a question as 
to whether there actually is a greater number 
of brain-damaged males, or whether a trend 
exists in our society to observe female behavior 
less acutely. 

The majority of the parents of the group 
studied were judged as average or above intel- 
lectually, economically, and socially. The per- 
centage of mentally defective children was high 
~ 32.5 per cent. The normal expectancy is 2.2 
per cent. 

Results of this study show that brain damage 
is an aggravating factor in all environmental 
and social aspects of the youngster’s life pattern. 
The boy or girl with brain damage has all the 
problems that other children have to solve, plus 
the problems associated with his disturbances 
caused by the malfunctioning of the brain. In 
his effort to adjust, he adopts the behavioral pat- 

Read before the Section on Pediatrics, 118th Annual 
Veeting, Illinois State Medical Society, Chicago, May 
1, 1958. 
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tern that gives him the greatest protection 
against psychological pain because of the diffi- 
culty in controlling his impulses. In comparing 
the intelligence and social adequacy of this group 
with an unselected group, these children probably 
have much more stimulation than the typical 
dull child who comes from a familial background 
of mental deficiency. Brain damage plays a 
causative role in behavior. It can be influenced 
beneficially or adversely by environmental cir- 
cumstances. Situations and environments that 
would not disturb the normal child can overstim- 
ulate brain-damaged children, resulting in hy- 
peractive behavior. Where emotional tensions are 
prominent, overactivity becomes exaggerated, 
whereas in nonstimulating situations, overactiv- 
ity is kept at a minimum. 

Remedies that repair brain damage are at 
present almost totally lacking. Because of this, 
specialized methods of teaching need to be em- 
ployed so that these children can benefit from 
academic training. There are a number of brain- 
damaged children, including some in the high 
average range of intelligence, for whom the com- 
munity provides no education, according to our 
current laws. Unless the family can provide 
private tutoring, any formal education is denied. 
Some are eligible for mentally handicapped 
classes, but those who fall outside this range are 
not. 

Intelligence plays a part in brain damage only 
so far as the damage prevents the thinking 
process from operating at a maximum. If this 
group had no organic brain damage, intelligence 
would tend to follow the normal distribution 
curve. Since brain damage is exogenous rather 
than endogenous, parents may be assured that 
it is unlikely to be an inherited characteristic. 

A high percentage of our sample came from 
broken homes. Since we have already concluded 
that environmental factors, including marital 
discord, contribute to the exacerbation of brain 
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damage, we may for the sake of argument reverse 
the logic and speculate as to what extent the 
homes were broken by the pressure generated by 
typical behavior in the brain-damaged child who 
carries the superficial appearance of normality. 

Psychological studies were based on the 
Wechsler Intelligence Scale for Children,’ Ror- 
schach Ink Blot Test,? Strauss-Werner Marble 
Board ‘Test,’ Graham-Kendall Memory for 
Design Test, and the House-Tree-Person Test.° 
Four specific studies of psychological tests were 
completed on this group. 'Todd’s® study revealed 
no significant differences between the number of 
verbal responses given by brain-damaged chil- 
dren and those by normal children. Jones and 
Alexander’ developed the Point-Wavering Test, 
designed to emphasize the greater degree of 
motility found in brain-damaged children. Hoop- 
er’ found that Tomblen and Reznikoff® offered 
the best signs for diagnosing brain-damaged chil- 
dren through the use of the House-'Tree-Person 
Test. The Rorschach Ink Blot Test permitted 
observations of the brain-damaged patient’s ap- 
proach to problem-solving with emphasis on ap- 
proach rather than solution. It also revealed the 
child’s considerable need for reassurance. Within 
the limits of the study, it was difficult to find a 
typical quantitative response pattern to the Rors- 
chach stimuli. Greater similarity exists between 
the Rorschach responses of the brain-damaged 
child and the psychotic or autistic child than 
those of the neurotic child. 

The electroencephalogram provided a quanti- 
tative measure of cortical dysfunction. Severe 


organic impairment, as measured by the electro- 
encephalogram, had little relationship to intel- 
ligence level. It was not possible to relate any 


one type of behavior with any one type or even 
severity of electroencephalographic abnormality. 
These children tended to several different types 
of abnormalities in electroencephalographic trac- 
ings that fall within the mental defective group. 
The most common electroencephalographic pat- 
tern found indicated the presence of diencephalic 
discharges. The EEG was the only measure 
substantiating the clinical impression that un- 
controlled behavior resulted from these dis- 
charges. Psychological tests do not present con- 
clusive diagnostic information indicating brain 
damage in this group. There is some question 
concerning the significance of diencephalic sei- 
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zures, since many patients having them do not 
fit previously conceived patterns of brain dam- 
age. It is the child with erratic behavioral mani- 
festations who can be suspected of having dien- 
cephalic seizures. 

Some of the children have had overt seizures 
which classify them as epileptic; they should be 
on anticonvulsant medication. Other children 
in this group, who do not have overt seizures, 
may show improvement on adequate doses of 
Dilantin® and phenobarbital. Phenobarbital is 
used primarily as a bedtime medication. Occa- 
sionally the use of Dilantin and phenobarbital 
in this type of case may increase hyperactivity. 
Tranquilizing drugs have been found helpful 
frequently in reducing the overactivity of brain- 
damaged children. 

Interpretation of etiology and management of 
brain damage to the parents usually is difficult. 
They generally are aware of some gross inade- 
quacy before the intepretation is made. However, 
they may be adamant in denying its existence. 
The family is generally upset when they become 
aware for the first time that the child’s most 
vital organ to human endeavor—the brain—has 
been damaged. After the initial reaction, they 
begin to seek causes for this catastrophe. An 
effort should be made to ease guilt feelings when 
they exist. In some cases, the parents will be 
relieved to find an organic basis for the child’s 
problems, since this excuses them from guilt 
feelings and provides a more personally accept- 
able rationale for the child’s behavior. Parents 
tend to react to the diagnosis and its implications 
in a pessimistic manner but this can be alleviated 
when they realize that habit training and care- 
fully planned education equips the child to ad- 
just to society. As the youngster responds to 
training, the parents become more accepting and 
optimistic, which enhances the child’s adjust- 
ment. Also, there are indications that brain dam- 
age is not static, because growth and maturation 
bring changes. There seem to be fewer brain- 
damaged adults than children. Hither these per- 
sons develop the behavior and attitude of the 
normal person, or they fit into other diagnostic 
categories. As adults, they apparently pick up 
sufficient social veneer to make them less distin- 
guishable for their differences. 

Our treatment of the formal schooling of 
brain-damaged children is somewhat cursory, 
because of the abundance of excellent material 
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prepared in the last several years by educational 
institutions actively engaged in specific training 
and research in this area of the brain damage 
problem. Most of the previous studies have dealt 
with medical or educational management. 
Strauss’? in his work at the Cove School, stipu- 
lated a completely controlled environment in 
order to achieve maximum learning. Results of 
this study would tend to confirm the Strauss ap- 
proach in this respect. Our study bears out the 
concept which states that a 24 hour a day con- 
trolled environment is necessary until the child 
has developed sufficient skills at managing and 
understanding his own assets and limitations. 
These principles have been found sound in edu- 
cating children with other handicaps. 

At the beginning of this study, three major 
questions were formulated. The first dealt with 
determining whether specific behavioral symp- 
toms were associated with certain types of organ- 
ic conditions. Evaluation of the completed re- 
search showed little relationship between behav- 
ioral symptoms and conditions traceable to cer- 
tain sections of the brain. Brain damage can be 
diagnosed tentatively by observed behavior 
because of consistent symptomatology. But the 
degree of damage and the prognosis require 
more intensified investigation, using specialized 
techniques, including careful evaluation of the 
presenting symptoms, the use of psychological 
tests, and the use of the EEG. 

The answer to the second question—evalua- 
tion of importance of endogenous and exogenous 
factors in the development of the brain-damaged 
child—was elusive. The child begins life with 
certain fundamental characteristics from which 
his personality is developed. It is shaped by 
many forces in his environment. When brain 
damage occurs, the personality must adjust to 
the limitations and distortions superimposed 
upon it. If the exogenous factors are properly 
manipulated, much can be done to minimize the 
defect and improve the status of the organism. 
Qn the other hand, endogenous defects are irre- 
versible. The personality is limited by paucity of 
meaningful responses to the environment. The 
child who is constitutionally inadequately en- 
dowed develops too slowly to cope with his en- 
vironment. The brain-damaged child will utilize 
his intact processes, but his productive energy 
is diverted and dissipated in his strivings to con- 
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trol his uninhibited impulses because of mal- 
functioning of centers of control. Through mat- 
uration and growth in the brain-damaged child, 
adequate utilization of abilities is possible under 
proper stimulation and learning conditions. 
The third question dealt with the brain-dam- 
aged child’s social maladjustment, which we 
know is the result of conflicts between his in- 
stinctual needs and society’s demands. Social ad- 
justment is dependent upon the ability to meet 
social expectations and repress basic drives by 
understanding how to respond. The brain-dam- 
aged child acts impulsively and uses poor judg- 
ment which gradually eliminates him from social 
groups. Frustration and ostracism result from 
failure on the part of adults to comprehend the 
implications of this disorder. Social adjustment 
results from a person’s feeling comfortable in his 
environment. The brain-damaged child usually 
is aware that he does not respond to stimuli as 
successfully as those around him. Regardless of 
intellectual level, this child should be considered 
a handicapped child, who responds to stimuli 
differently. Social adjustment of the brain-dam- 
aged child can be enhanced by control of his en- 


vironment through understanding his problem. 
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The Pathogenesis of Peptic Ulcer 


Lester R. DracstepT, M.D., CHicaco 


Dr. Robert Adolph: Today’s seminar is con- 
cerned with the pathogenesis of peptic ulcer, and 
our speaker is Dr. Lester R. Dragstedt, Chair- 
man of the Department of Surgery at The Uni- 
versity of Chicago. Dr. Dragstedt, with his 
broad background in pharmacology, physiology, 
animal experimentation, and clinical surgery, is 
certainly in a position to review this subject in 
the light of his own experiences. 

Dr. Lester R. Dragstedt: The idea that gastric 
and duodenal ulcers are caused by the digestive 
action of the gastric juice has been accepted 
widely. The adoption of the term “peptic ulcer” 
for these lesions is an expression of this point 
of view. Older physicians recognized that under 
normal conditions the stomach is not digested 
away. They postulated that in ulcer patients 
there occurs a local decrease in the resistance of 
the mucous membrane to the digestive action of 
the gastric content. Virchow and Hauser postu- 
lated that such a local decrease in resistance 
could be brought about by thrombosis or embo- 
lism in one of the end arteries supplying the gas- 
tric or duodenal mucosa. The sharply punched 
out character of the ulcer seemed to bear out 
Virchow’s suggestion that the lesion is caused by 
infarction of the gastric wall. However, in sub- 
sequent years it has proved difficult to secure 
evidence supporting this theory that ulcers are 
due to local decrease in resistance of an area of 
the mucosa. If we tie off the blood vessels to the 
stomach, no damage results because of the wide 
and effective collateral circulation. When the 
critical point is exceeded, a large part of the 
stomach becomes gangrenous but chronic pro- 
gressive peptic ulcers do not appear. When par- 
i:al gastric resection was adopted as a treatment 
for duodenal ulcer, we were surprised to observe 
that the blood vessels in the resected stomachs, 
for the most part, were normal and that throm- 
bosis and embolism rarely were found. The fact 
that many duodenal ulcers healed after gastroen- 
terostomy and that new ulcers appeared at the 
gastrojejunostomy opening also indicated that 
the uleer was not caused by a local defect in the 
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mucosa. For these and other reasons, I have 
abandoned the concept that peptic ulcers are 
produced by local decrease in the resistance of 
the mucous membrane to the digestant action of 
the gastric content. 

[ should like to present for your consideration 
the concept that peptic ulcers usually are caused 
by hypersecretion of gastric juice: further, that 
hypersecretion of gastric juice in duodenal ulcer 
patients usually is of nervous origin and that 
hypersecretion of gastric juice in gastric ulcer 
patients usually is of hormonal or humoral 
origin. The evidence that duodenal ulcers gen- 
erally are caused by hypersecretion of gastric 
juice of nervous origin may be summarized as 
follows. 

(1) Duodenal ulcer patients secrete from 
three to 20 times as much gastric juice in the 
fasting empty stomach at night as do normal 
people. 

(2) If gastric hypersecretion of this degree 
is reproduced in experimental animals, typical 
peptic ulcers appear regularly in the duodenum. 

(3) If the vagus nerves to the stomach are 
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completely divided in duodenal ulcer patients, 
hypersecretion of gastric juice in the fasting 
empty stomach is abolished. 

(4) If the vagus nerves to the stomach in 
duodenal ulcer patients are completely divided 
and if, in addition, a drainage procedure such 
as gastroenterostomy or pyloroplasty is added 
so that stasis of food in the antrum is prevented, 
ulcers heal and stay healed. 

As most of you know, there has been wide- 
spread controversy about the vagotomy operation 
both here and abroad since I introduced it in 
1943. I believe it is fair to say, however, that 
this controversy has revolved about the question 

- “Is vagotomy, combined with a drainage pro- 
cedure, as efficient in the treatment of duodenal 
ulcer as is subtotal gastric resection?’ No sur- 
geon that I know of, who has performed even 
25 vagotomy operations, questions the fact that 
dividing the vagus nerves exerts a healing effect 
on the ulcer. In our experience this healing effect 
is directly proportional to the reduction in the 
secretion of gastric juice that is produced by 
cutting the vagus’ nerves. 

The concept that gastric ulcers are caused 
by hypersecretion of gastric juice of humoral or 
hormonal origin has come about partly as a re- 
sult of some reflection on the surgical treatment 
of gastric and duodenal ulcers and in part, as a 
result of laboratory experiments. There are sig- 
nificant differences between gastric and duodenal 
uleers, and several of these have led some writers 
to suggest that gastric ulcers are not peptic ulcers 
at all, but are caused in some other way. Statis- 
tical studies have indicated that gastric ulcers 
occur about a decade later than duodenal ulcers, 
as a rule. The incidence of duodenal ulcer in 
males exceeds that in females by a ratio of nine 
to one, whereas in gastric ulcer the incidence in 
the two sexes is more nearly the same. However, 
in my judgment the most significant difference 
between gastric and duodenal ulcer is seen in 
the pattern of gastric secretion. Duodenal ulcer 
patients secrete from three to 20 times as much 
acid in the fasting empty stomach at night as 
do normal people. But gastric ulcer patients put 
out less acid in the fasting empty stomach at 
night than is the case with normal people. | 
suspect that this low output of acid in the fast- 
ing empty stomach at night in gastric ulcer 
patients has led people to believe that these 


ulcers are not peptic in origin, a view that I be- 
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lieve is erroneous. Surgeons became impressed 
with profound differences between gastric and 
duodenal ulcers in their response to surgical 
treatment. When gastroenterostomy was the 
common operation for duodenal ulcer, a high 
incidence of gastrojejunal ulcer was encountered. 
However, when gastroenterostomy was _per- 
formed for gastric ulcer, the incidence of gastro- 
jejunal ulceration was low. When gastric resec- 
tion was introduced in the treatment of peptic 
ulcer, usually oniy the lower fifth of the stomach 
was resected. After this operation, there was a 
relatively high incidence of stoma ulcer when 
the operation was performed in duodenal ulcer 
patients, but when it was performed in gastric 
ulcer patients, stoma ulcer rarely or never de- 
veloped. For these reasons, it became the practice 
to resect more and more of the stomach in the 
duodenal ulcer patient, until finally a subtotal 
gastric resection became the standard procedure. 
When I first employed division of the vagus 
nerves to the stomach for the treatment of peptic 
ulcer, I was puzzled by the finding that this 
operation produced good results in duodenal 
ulcer patients but not in many patients with 
gastric ulcer. After several years, a number of 
these duodenal ulcer patients, whose ulcers had 
healed after vagotomy alone, returned with new 
ulcers in the stomach. The fasting night secre- 
tion of these patients revealed little or no acid, 
indicating that vagotomy had been complete and 
the nervous phase of gastric secretion eliminated. 
Pavlov recognized that the stomach would still 
secrete gastric juice after the vagus nerves were 
cut if food were placed in the stomach. He 
thought this was due to local nervous reflexes. 
However, Edkins, an English physiologist — no 
doubt influenced by the preceding work of Bay- 
liss and Starling on pancreatic secretin — postu- 
lated that this secretion is caused by the elabora- 
tion of a hormone, gastrin, from the mucosa of 
the lower fifth of the stomach when it comes in 
contact with food. This hormone is liberated into 
the blood stream and stimulates the gastric 
glands in the body and fundus of the stomach. 
Edkins failed to provide convincing experimental 
data in support of his theory, and consequently 
it was received with considerable skepticism by 
other physiologists. However, in recent years, we 
have secured evidence -in our laboratory that 
provides strong support for Edkins’ view. 





Vagus denervated Heidenhain pouches were 
produced in dogs, and the gastric secretion from 
these pouches was measured quantitatively each 
24 hours for a control period of one month. At 
the end of this time, the antrum of the stomach 
was excised, and daily measurements of gastric 
secretion continued as before. After removal of 
the antrum, the output of acid from the Heiden- 
hain pouch was reduced by more than 90 per 
cent. Since food still came into contact with the 
mucous membrane of the esophagus, lesser curva- 
ture, and small intestine, it is evident that the 
humoral factor stimulating the Heidenhain 
pouch has its origin chiefly in the mucous mem- 
brane of the antrum. This experiment is of in- 
terest to the surgeon because it shows that the 
secretion of gastric juice can be practically 
abolished without depriving the patient of any 
of the storage part of the stomach. 

Further evidence in support of Edkins’ view 
came from transplantation experiments. We 
made isolated pouches of the entire stomach in 
dogs with the vagus nerves divided, but with the 
blood supply to the isolated stomach intact. The 
esophagus was anastomosed to the duodenum. 
Very little acid gastric juice was secreted by 
these isolated denervated pouches. After a con- 
trol measurement of secretion had been made, 
we removed the antrum from the isolated pouch 
and transplanted it as a diverticulum to the 
transverse colon. To our astonishment, this trans- 
plantation produced a profound stimulation of 
gastric secretion. This made it necessary for us 
to modify Edkins’ view, since it was evident that 
contact of the antrum of mucosa with feces from 
which food had been removed by digestion and 
absorption was an effective stimulant. We then 
removed the antrum transplant from the colon 
and transplanted it to the abdominal wall where 
it could not come into contact with food. Gastric 
secretion from the isolated fundus decreased 
markedly. As a final stage in the procedure, the 
antrum was transplanted to the duodenum as a 
diverticulum so that it could come into contact 


with food. When this was done, the output of 


gastric acid increased markedly but not quite 
so much as when the antrum was in the colon. 

The discovery that transplantation of the an- 
trum into the colon regularly produced marked 
hypersecretion of gastric juice raised two im- 
portant questions. (1) What is the cause of this 
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hypersecretion? and (2) Will hypersecretion of 
this degree of humoral origin produce a peptic 
ulcer? We examined the second question first. 
Gastric hypersecretion was produced in dogs by 
transplanting the antrum into the colon and re- 
establishing continuity of the gastrointestinal 
tract by a Billroth I or a Billroth II procedure. 
Typical stoma ulcers appeared in these animals 
in the intestine adjacent to the anastomosis with 
the stomach. These displayed the sharply 
punched-out appearance of the ulcers seen in 
human patients. It is significant that contact 
with the gastric juice did not produce a general- 
ized erosive gastritis or duodenitis, but rather, 
a sharply punched-out lesion. This indicates that 
it is not necessary to postulate local decrease in 
the resistance of the mucosa to account for the 
localized character of the lesion. We have no 
explanation for this curious fact that the appli- 
cation of pure gastric juice to the normal mucosa 
produces a punched-out lesion like the character- 
istic peptic ulcer, rather than a widespread ero- 
sive gastritis. The ulcers observed in these ex- 
periments are significant since stoma ulcers 
practically never occur when a gastroenterostomy 
or gastroduodenostomy is performed in a normal 
dog. Indeed, stoma ulcer rarely or never occurs 
when a gastroenterostomy is performed in a nor- 
mal man or in the treatment of pyloric cancer. 
It is almost exclusively a complication of gastric 
surgery for duodenal ulcer where hypersecretion 


of gastric juice is present. 
. 


An attempt was made to answer the first ques- 
tion by experiments performed on dogs with 
Heidenhain pouches and also with an antrum 
pouch transplanted to the abdominal wall. We 
found that the introduction of a food such as 
neutral liver solution into the isolated antrum 
pouch regularly produced a vigorous secretion of 
acid from the fundie pouch. However, if the liver 
solution was acidified before it was introduced 
into the isolated antrum, no stimulation of the 
fundic pouch occurred. Distention of the isolated 
antrum pouch with physiological salt solution 
produced a vigorous secretion of gastric juice 
in confirmation of the findings of other phys- 
iologists. However, when we distended the iso- 
lated antrum with acid, no secretion from the 
fundic pouch occurred. So we learned that con- 
tact of food with the antrum and increased ten- 
sion within the antrum brought about by antrum 
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peristalsis, constitute vigorous stimuli for the 
release of gastrin into the circulation and re- 
sultant stimulation of gastric secretion. This 
release of gastrin from the antrum does not 
occur if the content of the stomach is acid in 
reaction at a pH of 2.5. 

These findings provide more complete under- 
standing of the mechanism of gastric secretion 
under normal conditions. Thus, in the interval 
between meals, a minimal basal secretion of gas- 
tric juice occurs. During a 12 hour period, the 
fasting empty stomach of normal man puts out 
between 10 and 20 mEq. of hydrochloric acid 
in a 12 hour period. When food is ingested, 
gastric secretion is stimulated by impulses in 
the vagus nerves aroused reflexly by the sight, 
odor, and taste of food. Gastric secretion is con- 
tinued when gastric peristalsis carries that food 
into the antrum and raises tension within the 
antrum. Both contact of food with the antrum 
mucosa and antrum motility caused the elabora- 
tion of gastrin and its passage into the circula- 
tion. Gastric seeretion continues until the con- 
tent of the stomach becomes sufficiently acid 
in reaction, whereupon further release of gastrin 
ceases. Further stimulation of gastric secretion 
is minimal: consequently, damage to the gastric 
mucosa from excessive acid production is pre- 
vented. 

It has long been known that the introduction 
of acid into the first part of the duodenum 
inhibits gastric secretion. We know also that 
when acid comes into contact with the duodenal 
mucosa, it causes the formation of pancreatic 
secretin which passes into the blood stream and 
stimulates the secretion of pancreatic juice. Does 
pancreatic secretin also inhibit gastric secretion ? 
It seems surprising, in view of the large amount 
of work done on the physiology of pancreatic 
secretin, that no one, to our knowledge, examined 
the effect of this substance on gastric secretion. 
We were able to make this test when we were 
provided with a supply of relatively pure pan- 
creatic secretin by the Eli Lilly Company. The 
administration of pancreatic secretin intrave- 


nously in a dog provided with a Heidenhain 
pouch and a total pancreatic fistula caused an 
abundant secretion of pancreatic juice but an in- 
hibition of gastric secretion. It proved possible to 
abolish the secretory response of the Heidenhain 
pouch to food by repeated intravenous injections 
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of pancreatic secretin. While the preparation of 
pancreatic secretin we used was sufficiently pure 
to administer intravenously in human patients, 
it is not a pure substance chemically. It is con- 
ceivable that it contains both pancreatic secretin 
and a second chemical agent that inhibits gastric 
secretion. 

At all events, we now have further data on 
the mechanism of gastric secretion in normal 
people. It is probable that at the beginning of 
a meal some liquid food, not thoroughly acidified, 
escapes through the patulous pylorus into the 
duodenum and _ stimulates gastric secretion 
through elaboration of the hormone resembling 
gastrin from the upper intestinal mucosa. How- 
ever, shortly after gastric secretion begins, the 
pylorus contracts and further escape of foods 
ceases. When gastric digestion is completed and 
the food is thoroughly acidified, it passes gradu- 
ally into the first part of the duodenum where it 
stimulates the production of pancreatic secretin. 
This then has a twofold effect, stimulating pan- 
creatic secretion and simultaneously inhibiting 
the further secretion of gastric juice. This should 
provide a better medium for pancreatic digestion 
and at the same time, help to protect the mucous 
membrane against the corrosive effect of the hy- 
drochlorie acid of the gastric juice. 

Under what conditions does hypersecretion of 
gastric juice of humoral origin occur in human 
patients? It is obvious that transplantation of 
the antrum into the colon is highly abnormal 
and that nothing resembling this ever occurs 
in human pathology. It has been known for a 
long time that patients with duodenal ulcers 
producing pyloric stenosis are particularly liable 
to the development of a secondary gastric ulcer. 
Huber and Huntington among others have called 
attention to this not unusual complication. In 
several of their patients the development of 
gastric ulcer was accompanied by prolonged re- 
tention of food in the stomach. It is attractive 
to speculate that in these patients pyloric stenosis 
has induced gastric hypermotility and also pro- 
longed contact of food with the antrum mucosa. 
Both factors should cause an excessive liberation 
of gastrin and continued stimulation of gastric 
secretion. In the experimental laboratory we 
secured evidence in support of this view. My 
associate, Dr. Stanley Rigler, prepared Heiden- 
hain pouches in dogs and measured quantita- 
tively the daily output of acid from these pouches 
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for a controlled period of one month. At the end 
of this time, pyloric stenosis was produced with 
cellophane tape. Stasis of food in the stomach 
occurred and each of the animals displayed pro- 
longed and marked hypersecretion. Since it was 
exhibited by the vagus denervated fundic pouch, 
the stimulus must be humoral in origin—that 
is, by the release of gastrin. 

Stasis of food in the stomach can occur even 
without obstruction at the pylorus if the tonus 
and motility of the stomach are decreased. In 
experimental animals this can be produced by 
cutting the vagus nerves to the stomach. In 
order to find out if such a decrease in tonus 
and motility could stimulate gastric secretion, 
we prepared Heidenhain pouches in dogs and 
made control measurements of the daily output 
of acid. The vagus nerves to the stomach were 
then divided, and the output of acid from the 
Heidenhain pouch increased four or fivefold. 
This did not occur if the antrum had been ex- 
cised or if gastroenterostomy had been performed 
to prevent stasis of food in the stomach. This 
finding—that the stasis of food in the stomach 
produced by vagotomy will stimulate the secre- 
tion of gastric juice through the excessive release 
of gastrin—provided an explanation for the ul- 
cers observed as a complication of vagotomy alone 
in our early experiments. The absence of this 
complication when vagotomy was combined with 
an adequate drainage procedure also was satis- 
factorily explained. 


SUMMARY AND CONCLUSIONS 

(1) Duodenal ulcers usually are caused by 
hypertonus of the vagus nerves, producing ex- 
cessive gastric secretion in the empty stomach 
and rapid passing of this juice into the less 
resistant duodenum. 

(2) Eighty per cent of gastric ulcers are 
caused by hypotonus of the vagus nerves, evi- 
denced by decreased secretion in the empty stom- 
ach and gastric stasis. Prolonged contact of food 
with the antrum mucosa causes hypersecretion 
of gastric juice of humoral or hormonal origin, 
and prolonged contact with the hyperacid gas- 
tric content produces ulcer in the stomach. 


(3) Twenty per cent of gastric ulcers occur 


in patients with pre-existing duodenal ulcers 


causing pyloric stenosis. These patients display 
a fasting hvpersecretion of nervous origin and 
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also a prolonged digestive secretion due to stasis 
of food in the stomach and gastrié“hypermotility. 
Both contact of food with the antrum and an- 
trum hypermotility are adequate stimuli for the 
release of gastrin. 

(4) Gastrojejunal ulcers often form after an- 
trum resection for duodenal ulcer but rarely 
when this operation is done for gastric ulcer. In 
duodenal ulcer patients, the hyperactive nervous 
phase of secretion is uncorrected by removal of 
the antrum, so that ulcers recur. However, in the 
gastric ulcer patient, the hyperactive gastric 
phase of secretion is removed when the antrum is 
excised. The nervous phase of secretion is normal 
or depressed, and so these patients remain free of 
recurrence. 

(5) The high incidence of stoma ulcer after 
the Finsterer-Devine operation probably is due 
to the reflux of food through the duodenum into 
the antrum. Under normal conditions, the an- 
trum ceases to liberate gastrin and the gastric 
contents become acid. After this operation, the 
regurgitating food becomes neutralized by the 
duodenal secretions so that prolonged liberations 
of gastrin and excessive secretion of gastric juice 
occur. 

I do not propose to tell you how to treat your 
ulcer patients. I believe, however, that a better 
knowledge of the pathological physiology of the 
stomach in ulcer will contribute to better treat- 
ment, 

Dr. Robert Ryan, Instructor in Medicine: 
What is the pathogenesis of peptic ulcer in pa- 
tients with hyperparathyroidism ? 

Dr. Dragstedt: The complete role of the 
endocrine glands in the pathogenesis of peptic 
ulcer is not yet clear. Drs. Ellison and Zollinger 
called attention to the association of intractable 
peptic ulcer and alpha cell tumors of the pan- 
creas. Presumably these tumors secrete a chemi- 
cal agent, possibly a hormone like gastrin, that 
can stimulate profuse secretion of gastric juice 
even after the antrum of the stomach has been 
removed and the vagus nerves have been divided. 
Recently we reported a patient with intractable 
peptic ulcer and with gastric hypersecretion that 
persisted in spite of complete vagotomy and re- 
moval of the antrum: At autopsy, this patient 
was found to have not only an alpha cell tumor 
of the pancreas, but also adenomas in the adrenal 
glands, testis, hypophysis, and parathyroid 
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glands. Similar cases have been reported from 
other clinics. We do not know whether one or all 
of these adenomas are capable of stimulating 
gastric secretion. Although there seems to be an 
association of peptic ulcer with hyperparathy- 
roidism, in our experience the results of the 
injection of Parathormone® on gastric secretion 
in dogs are equivocal. Some animals displayed 
a moderate increase in secretion, but in others 
secretion remained normal or was depressed. 

Total diversion of the pancreatic juice to 
the exterior causes a high incidence of duodenal 
ulcer in experimental animals. This could be 
attributed to the loss of the neutralizing effect 
of the alkaline pancreatic juice, were it not for 
the fact that after total pancreatectomy ulcers 
do not occur, although in this case also there is 
an absence of pancreatic juice in the duodenum. 

Injection of extracts from the anterior pitui- 
tary have so far yielded no stimulating effect 
on gastric acid secretion. It has been reported, 
however, that hypophysectomy produces atrophy 
of the gastric glands in the fundus of the stom- 
ach. 

Some years ago, we reported that the gastric 
secretion from a Heidenhain pouch in the dog 
during pregnancy is but little changed. However, 
after termination of the pregnancy, and coinci- 
dent with the onset of lactation, a tremendous 
stimulation of gastric secretion occurs. The in- 
jection of prolactin, however, did not stimulate 
gastric secretion. 

The patient with cirrhosis of the liver, treated 
by a portacaval shunt operation, may later de- 
velop gastric hypersecretion and a peptic ulcer. 
Dr. James Clarke has suggested that this may be 
due to the stimulating effect of a hormone or 
secretagogue normally inactivated by the liver 
but becomes free to stimulate the gastric glands 
when the liver is bypassed. 
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We see, therefore, a number of causes of 
hypersecretion of gastric juice with peptic ulcer 
formation already before us—namely, secretory 
hypertonus in the vagus nerves, prolonged and 
excessive function of the gastric antrum, the 
release of a chemical stimulating agent from 
alpha cell tumors of the pancreas, and the 
appearance of a chemical agent that stimulates 
gastric secretion in the blood of patients after 
portacaval shunts. . 

Dr. Hans G. Grieble, Chief Resident in 
Medicine: How common are peptic ulcers in 
biliary tract disease ? 

Dr. Dragstedt: The work of Kapsinow sug- 
gests that ulcer may develop if bile is prevented 
from reaching the duodenum, as could occur as 
a result of a stone in the common duct. I have 
seen one patient where a stone in the ampulla 
may have been responsible for acute duodenal 
ulcer. The increased incidence of duodenal ulcer 
is more striking in patients with cirrhosis of the 
liver. 


Dr. Andrew Doig, Research Fellow in Medi- 
cine: How does the work of the Scotch physiol- 
ogists who showed variations in parietal cell 
populations in peptic ulcer patients fit in with 
your schema ? 


Dr. Dragstedt: I believe it is true that there 
is an increase in the number of parietal cells in 
patients with duodenal ulcers. I believe this in- 
crease in the number of cells is the result of pro- 
longed and excessive stimulation of the gastric 
glands by impulses in the vagus nerves. In 
support of this view is the finding that prolonged 
histamine stimulation led to hyperplasia and 
hypertrophy of the parietal cells. We know, too, 
that in other areas, excessive stimulation of 
glands such as the thyroid, causes hypertrophy 
and proliferation of cells. 





Newer Concepts of Obesity 


G. H. BerryMan, M.D., EVANSTON 


O: obesity, it has been said that 

1) Fat people simply like food, and indulge 
in sprees of overeating. 

2) Fat people shun the physical activity but 

maintain the appetite of their adoles- 
cent years. 
Fat people are a product of a society where 
worldly success harbors spectatorship in 
place of participation, and where food and 
drink are routinely utilized as pleasant 
social and business tools. 

4) Fat people employ eating as an anesthetic 
for escape from reality—a kind of socially 
and morally acceptable alcoholism. 

These philosophies and part truths or whole 
truths have been discussed by many students of 
this chronic widespread disease.1 The present 
review will plead nole contendere to these super- 
ficial antecedents, and will entertain the possibil- 
ity that it is a derangement of the normal 
physiologic control mechanisms that is at least 
partially responsible for middle-aged simple 
obesity. If this were so, fatness would not be 
merely a telltale sign of weak moral fiber, any 
more than the glycosuria and polydipsia of dia- 
betes mellitus could be ascribed to a sweet tooth 
and a continuing thirst. Is there any real or 
suggestive evidence to support the hypothesis 
that there are metabolic factors which are deter- 
minants of obesity, quite apart from the wishful 
thinking of those whose fate has been to relapse 
after each “successful” reducing regimen? 

We might ask why there are some nutritional 
substances—salt and water, for example—for 
which there are physiologic mechanisms to pro- 
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tect the body against excess—i.e., gustatory dis- 
taste or excretion, caloric excess is not felt 
to be so regulated and indeed seems to add to 
the vicious cycle of obesity by favoring inactivity. 

It is curious that obese children, even at an 
early age, are less active than their lean or nor- 
mal counterparts. It is accepted also that fat 
stores are metabolized poorly in the presence of 
inactivity.2 Which comes first, fatness or inactiv- 
ity? Does inactivity result in the decline or loss 
of a regulatory mechanism that ordinarily adjusts 
caloric intake to caloric expenditure, and thus 
usually prevents fatness during the youth of 
individuals who later become fat in middle age? 
There is evidence that under conditions of low 
activity the nice balance between energy input 
and output becomes inoperative. This has been 
demonstrated in animals physically confined to 
a small space, and in the human existing at low 
activity levels.* Conversely, if obese adolescents 
can be prevailed upon to exercise vigorously, 
their body fat content decreases even though no 
attempt is made to control food intake. 

Although no direct relationship has ever been 
demonstrated between physical inactivity and 
certain neurohumoral mechanisms which are 
amenable to study in the animal, one may cast 
a speculative eye on the possibility that during 
inactivity, the sharpened consciousness of one’s 
frustrations and emotions may exert definite 
effects upon primitive hypothalamic responses, 
resulting in hyperphagia. Whether such psy- 
choneural pathways do exist in the human is 
unknown, but it has been reported that hyper- 
phagia is exhibited by rats, dogs, and monkeys 
when minute hypothalamic lesions are induced 
by experimental means. While hyperphagia re- 
sulted from damage to nuclei in the ventro me- 
dial area of the hypothalamus, conversely a de- 
crease in appetite was observed in rats following 
damage to lateral nuclei of the hypothalamus. 
Thus, the concept has arisen that, through im- 
pulses or secretions from the ventral nuclei, a 
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governing or braking effect is exerted upon the 
appetite-stimulating function of the lateral nu- 
clei. While simple appetite regulation in the 
animal is undoubtedly far less complex than 
that of the human, the possibility can be enter- 
tained that transient changes in the balance 
between these contiguous areas in the hypothal- 
amus could be involved in human appetite con- 
trol, chiefly by effects upon gastric or intestinal 
motility, which then relate to the feeling of 
hunger. 


‘There are data of a different type which can 
be construed as supporting a physiologic rather 
than a volitional basis for obesity. There are 
now several reports that a dialyzable polypeptide 
can be found in the urine of individuals in whom 
stress is produced by starvation, cortisone 
administration, or surgery. One group of investi- 
gators has reported that the urine of the fasting 
human contains a fat-mobilizing factor (for 
mice) which is absent from the same individual’s 
urine when he is not in the fasting state.* This 
substance, upon injection into mice, resulted in 
a mobilization of fat from depots, an increase 
of the total metabolic turnover of fat and the 
total amount of fat in the liver, and caused 
weight loss without depressing the appetite, this 
loss in the form of body fat and water. The 
human counterpart of these studies also has 
been carried out with a polypeptide isolated from 
human plasma, and found to be increased follow- 
ing stress (starvation, cortisone, nephrosis). 
These studies have been directed mostly towards 
the plasma lipid-mobilizing effects of this hor- 
monelike substance which was effective in the hu- 
man recipients upon administration of as small a 
quantity as 1.2 micrograms intravenously.° These 
findings do demonstrate that the body elaborates 
certain materials which are capable of profound 
effects upon the metabolic turnover of fat. These 
effects were reportedly blocked by the adminis- 
tration of a high fat diet, but were definite dur- 
ing starvation. This brings to mind that the 
body also elaborates a substance capable of pro- 
ducing the opposite effect—i.e., lipemia clearance, 
by means of an enzyme, lipoprotein lipase, which 
can be evoked by the parenteral administration 
of small subanticoagulant doses of heparin. 


The implication of all these studies is that 
there may exist endocrine or other internal mech- 
anisms which govern both deposition and mobil- 
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ization of fat stores in the body. The concept 
that proneness or resistance to obesity is suscepti- 
ble to influence by factors other than will power 
alone is supported also by results of a recent 
clinical study on the effects upon body weight 
of a late night 1,000 calorie supplement. It was 
computed that the caloric value of the tissue 
gained during the first week of supplementation 
was 3.4 cal/gm. but that of the seventh week 
was 6.9 cal/gm. Wide differences were noted 
among the 12 male college student subjects in 
their inclination to make compensatory changes 
in food habits during their regular meals, some 
of whom demonstrated obesity-resistance— 
others obesity-proneness. Observations of blood 
sugar levels and rates of gastric emptying re- 
vealed that the “decreased intake of food at 
mealtime was not readily attributable to a glu- 
costatic meachanism of appetite control, or to 
a mechanism dependent upon the mechanical 
effects of nutrients in the gastrointestinal tract.’”® 

While further study will be required to deline- 
ate the significance of all these factors in the 
obesity syndrome, it seems clear that both host 
and environmental factors must play respective 
roles, and that the price of leanness for the 
obesity-prone individual will be either self-im- 
posed physical activity and/or self-imposed 
moderate hunger for most of his adult life. Con- 
trariwise, there will always be a fortunate group 
whose genetic traits will protect them against 
obesity, and the exact explanation for their built- 
in protection may lie in one or more of the sev- 
eral possibilities described—neural, chemical, or 
metabolic. When the exact mechanism is deter- 
mined, it may be possible to treat the obesity- 
prone individual by replacement therapy. 

For the present, however, the practical con- 
siderations in the prevention and treatment of 
simple obesity are: 

1) Recognition and control of the social and 
emotional factors which make middle-aged 
obesity a chronic problem. 

2) Awareness of the individual’s caloric re- 
quirements, as well as the approximate 
caloric content of foods, especially those 
concentrated sources of empty calories. 
Establishment of a program of regular 
physical activity that is compatible with 
ability and state of health; perhaps better 
stated as the avoidance of inactivity. 

4) Employment of long range reducing diets 
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which meet basic nutritional requirements 
for protein, minerals, and vitamins, and 
which have the objective of long term revi- 
sion of faulty food habits, rather than 
spectacular short term results (i.e. avoid 
fad diets and magic proprietaries). 

For obesity of childhood and adolescence, 
encouragement of increased energy output, 
with less emphasis upon decreased food 


intake, 


Watch your pup 


A diabetic patient who recently came on a 
routine visit was much more anxious to relate 
the history of two dogs belonging to a friend 
than to discuss her own state of health. Both 
dogs lived in the same household—one was an 
elderly spaniel, and the other a young terrier. 
Almost simultaneously they were noted to be 
losing weight and drinking excessively, and 
though previously well trained, they began to 
leave puddles on the floor. The owner was sur- 
prised to find that when water was withheld 
they became wildly excited and continued to 
pass urine in large amounts. When my patient 
was consulted she expressed the conviction that 
if the dogs were human beings they would be 
diabetic and set about testing the respective pud- 
dles with her own Clinitest outfit. This inves- 
tigation confirmed that both dogs had glycosuria, 
and the veterinary confirmed that both were 
diabetic. 

The elderly spaniel was put to sleep, but the 
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young terrier was treated with insulin. It re- 
sponded well, lost symptoms, and gained weight 
until one morning it passed its master in the 
hall of the house, and although usually obedient, 
walked out the front door and ignored persistent 
calls to return and disappeared from sight, never 
to be seen alive again. Next day it was found dead 
in the river. 

My patient had explained to the bereaved 
owner that the dog must have been suffering 
from hypoglycemia and assures me that this 
extraordinary story of diabetes that developed 
simultaneously in two unrelated dogs in the same 
household is being recorded in the annals of 
veterinary science as never having been previ- 
ously described. Full marks must go to my pa- 
tient for her clinical acumen, and it seems that 
the veterinary surgeons have lost no time in 
seizing the material for an article that, even 
by Dr. Asher’s standards, could hardly be turned 
into dull reading. John Lister, M.D. By the 
London Post. New England J. Med. Oct. 30, 
1958. 
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Experience in the Peoria 


Work Classification Unit 


Henry M. Witson, M.D. ann JAMEs A. WALsn, M.D., PEorIA 


I N harmony with the acceptance of the philos- 

ophy that the end point of a medical regi- 
men should not be merely survival but restor- 
ation to the utmost physical, mental, emotional, 
social, and economic usefulness, the American 
Heart Association and its affiliates have encour- 
aged the establishment of Work Classification 
Units for individuals with cardiovascular dis- 
ease. Modeled after the first such facility organ- 
ized at Bellevue Hospital in New York in 1941, 
nearly 50 such units have been founded through- 
out the United States. 

Believing a modest program to be better than 
none, the Greater Peoria and Illinois Heart As- 
sociations sponsored a Unit in Peoria, which be- 
gan its operation in the fall of 1955. Any indi- 
vidual either suspected of or actually having a 
cardiovascular disorder and a problem with pres- 
ent or future employment was accepted for 
study. As a concession to the physician in private 
practice, the Unit accepted only those eligible for 
services from the Division of Vocational Reha- 
bilitation and all referrals have been from that 
agency even though this policy seriously limited 
the number who could be given assistance. In 
addition, prior to acceptance, all case histories 
were reviewed by the Unit staff so that if it could 
be foreseen that little or no benefit might be 
gained in any case, neither time nor funds would 
be wasted. Thus far, preliminary screening has 
been so well done that only one individual has 
been rejected for study by the Unit staff. 

The staff of the Work Classification Unit con- 
sists of a medical director, who is a cardiologist, 
an associate cardiologist, a medical social work- 
er, and a vocational counselor. A specialist in 
physical medicine is available when required. 
The Unit is located in a Rehabilitation Center 
attached to a general hospital and the facilities 
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of both are used for laboratory, X-ray, and other 
studies. A client is first seen by a clerk who re- 
cords personal data and requisitions the routine 
tests. The medical social worker, who in the 
Peoria Unit has had psychiatric training, then 
interviews the individual and relatives when 
present. The social study reveals what kind of 
person has the disorder, his thoughts, feelings, 
fears, ambition, drives, the situation and atti- 
tude of the family, relation to society as a whole, 
past achievements, and in summary presents a 
psychological diagnosis and prognosis. The vo- 
cational counselor explores the complete work 
history of the patient. Working conditions with 
respect to environmental and transportation 
problems are investigated. An effort is made to 
estimate special skills, work attitudes and moti- 
vation, physical effort required, and ability to 
assume responsibility. Aptitude is determined by 
testing when necessary. Based on the above stud- 
ies and the educational background of the in- 
dividual, the counselor reports to the panel on 
the occupational potential of the patient and 
makes recommendations as to the most prefer- 
able employment to be considered, and also sev- 
eral alternative choices. He also gives advice as 
to pursuits to be considered if re-training is 
elected. The physicians conduct a comprehensive 
medical study, consisting of a thorough medical 
history, complete physical examination, and re- 
view of laboratory, X-ray, and _ electrocardio- 
graphic data. No elaborate functional capacity 
tests are made other than an occasional Master 
Two-Step test and demonstration of physical 
capacity in the Rehabilitation Unit. The medical 
examiners rely chiefly upon the painstaking 
history for their estimation of functional ¢a- 
pacity. An agreed diagnosis is made, including 
functional and therapeutic classifications accord- 
ing to standards accepted by the American Heart 
Association. The entire panel then holds a con- 
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ference and arrives at a prescription for the 
total care of the client. Finally, the individual 
meets with the Unit staff and the entire plan is 
explained in simple terms. Questions of the pa- 
tient and family are answered. A comprehensive 
report is sent to the personal physician and Re- 
habiliation counselor with unequivocal recom- 
mendations for physical and vocational rehabili- 
tation, employment, and medical care. However, 
no comment on medical management is made 
to the client; treatment is left to the direct 
responsibility of the personal physician. While 
the main objective of the Unit is service to the 
patient, the private physician benefits by the 
medical education, clinical research, and consul- 
tation to and sharing of responsibility. 

Thus far, 41 patients from all areas of down- 
state Illinois have been studied in the Peoria 
Work Classification Unit. Thirty-seven were 
males. The age distribution was from 20 to 62 
years; 11 in the third decade, eight in the fourth, 
10 in the fifth, 10 in the sixth, and two in the 
seventh. Twenty-eight were unemployed at the 
time of examination in the Unit, though several 
believed they could perform some useful work 
but had been dissuaded by their physicians. 
Multiple diagnoses had been and were made in 
some cases such as combined arteriosclerotic and 
hypertensive cardiovascular disease with or with- 
out angina pectoris. The most frequent diagnosis 
on referral was arteriosclerotic heart disease. The 
most accurate referral diagnoses were made in 
those with valvular disease due to rheumatic 
fever, although exact anatomical diagnoses were 
sometimes not offered or were in error. Not one 
patient was on medication to prevent recurrence 
of rheumatic infection or had been warned of 
the possibility of bacterial endocarditis and ad- 
vised as to its prophylaxis. Of those thought to 
have no heart disease by the Unit, referral diag- 
noses were: one undiagnosed manifestation ; one 
rheumatic heart disease; and six arteriosclerotic 
heart disease, three of whom were said to have 
angina pectoris. None of the 28 unemployed was 
found totally incapacitated; some had been ad- 
vised to work but to “take it easy” and had been 


unable to find employment compatible with their 
interpretations of such an admonition. Recom- 
mendations of the Unit were that six should not 


seek work until noncardiac or cardiac disabilities 
had further evaluation, and four were thought 
to be candidates for cardiac surgery. Nineteen 
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were advised to continue their same occupations. 
Sixteen were told that a modification of their 
work was required and specific recommendations 
were made. Eleven were found in need of de- 
finitive therapy for cardiac or general medical 
disorders including physical therapy. Seven pa- 
tients were found to have emotional disorders 
that were the major deterrent to employment, 
and one of these was believed to be a malingerer. 

Follow-up study has been made by communica- 
tion with the Rehabilitation counselor, personal 
physician, or the client. All who were employed 
at the time of examination continued to work. 
Of the 28 unemployed, eight resumed their 
regular occupation, seven entered a different oc- 
cupation as prescribed, two are in active voca- 
tional re-training, one is in active physical re- 
habilitation, four remain unemployed because of 
noncardiac medical or emotional disorders, three 
are unemployed because of unavailability of 
work, and three could not be traced. 

A few brief case reports may be cited: 

(1) A 52 year old farm hand had been unem- 
ployed for six years and was supported by public 
funds. Referral diagnosis was hypertensive car- 
diovascular disease and arteriosclerotic heart dis- 
ease with angina pectoris and a hopeless prog- 
nosis for return to work. The final diagnosis was 
uncomplicated benign hypertension and obesity. 
He was advised to resume work, reduce weight, 
and continue treatment for hypertension. He 
returned to work and voluntarily asked to be 
removed from relief rolls. 

(2) A 26 year old clerk typist was unemployed 
for five years following a left hemiplegia due 
to cerebral embolus in the course of a subacute 
bacterial endocarditis engrafted upon rheumatic 
valvular disease. She remained home in despair 
until she visited an ophthalmologist who re- 
ferred her to the Unit. She entered an intensive 
physical rehabilitation program, and is now tak- 
ing a refresher course in business college prior 
to return to gainful employment. 

(3) A 62 year old chauffeur for a mortuary 
suffered a myocardial infarction. Despite an 
uncomplicated recovery and no sequellae, he re- 
mained unemployed for eight months. Examina- 
tion at the Unit determined he was qualified to 
resume his former occupation, and direct com- 
munication with his former employer led to his 
return to work five days later. 

Experience at the Peoria Work Classification 
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Unit is in accord with that in similar facilities 
throughout the nation. Although our sample is 
sinall it demonstrates that a multidisciplinary 
team approach is an effective method of rehabili- 
tation for patients with cardiovascular problems. 
The effectiveness is not wholly determined in the 
Unit itself, but by a vigorous acceptance of the 
recommendations by the Rehabilitation counselor 
and the personal physician. Nearly 20 per cent 
of those referred to the Unit had no heart dis- 
ease, The erroneous diagnosis of angina pectoris 
indicates that chest pain is too readily accepted 
as cardiac in origin and suggests that more care- 
ful medical histories are needed. The failure of 
the profession to put into effect the preventive 
measures for rheumatic fever and bacterial en- 
docarditis, despite their widespread publication 


Uncovering the alcoholic 


The facial appearance is the first area affected 
overtly by aleoholism. The capillaries around the 
conjunctiva of the eye become engorged. How- 
ever, the physician may not associate this con- 
dition with alcoholism, since in most instances 
an alcoholic who goes to a physician for treat- 
ment of illness will take care not to appear under 
the influence of alcohol. More commonly, a puffy, 
edematous appearance is noted in the skin and 
subeutaneous tissue of the face and forehead; 
and, as alcoholism continues and there are re- 
peated episodes of drinking, this facial edema 
eventually leads to the development of deep 
grooving at the corners of the eyes as well as 
throughout the skin of the forehead, face, and 
cheeks. In persons with fair complexion, flush- 
ing of the skin is common, with pronounced 
hyperemia which after a long period develops 
into “whisky nose.” Edema also may be observed 
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and direct mail distribution by the Heart Asso- 
ciation, creates a challenge as to how best to dis- 
seminate new knowledge in medicine. The fact 
that more than half of the Unit clients were 
unemployed indicates that we are still too con- 
servative in our estimation of the ability of the 
cardiac to work, too overprotective of the patient, 
and too apprehensive as to the prognosis in heart 
disease. Finally, it seems that the medical pro- 
fession should be informed of resources readily 
available to the handicapped, either in their own 
community or within a reasonable distance. It 
is still the obligation of every physician to assist 
his patient to enjoy as abundant a life as his 
incapacity will permit, and rekindle the spark 
of personal dignity that exists in the heart of 
every man. 


in the nasal mucous membrane, the posterior 
pharynx, and extending into the larynx and the 
vocal cords — the latter causing the hoarseness 
so prevalent in overt alcoholism. 

Alcoholic tremor is one of the most common 
of physical changes associated with prolonged 
excessive drinking; and the tremor may persist 
long after the patient has ceased to drink. It 
is aggravated when the patient attempts to stop 
drinking and is relieved temporarily by further 
ingestion of alcohol. Perhaps the most common 
form of pathologic change in the stomach is 
alcoholic gastritis, manifested by loss of appe- 
tite, frequent periods of nausea, and occasional 
vomiting following a drinking episode. Blood 
in the vomitus, gross or occult, often is found. 
Evidence of irritation of the lower intestinal 
tract may be noted — either obstipation or severe 
diarrhea. P. O’Hollaren, M.D. and W. M. Well- 
man, Ph.D. “Hidden” Alcoholics. California 
Med. Aug. 1958. 








Clinical-Surgical Conferences : 


Moderator: 


Rosert J. FREEARK, M.D. 
Director, Surgical Education 
Cook County Hospital 


Discussants: 

Epwin Miter, M.D., Emeritus Professor of 
Surgery, University of Illinois 

Kar- A. Meyer, M.D. Emeritus Professor of 
Surgery, Northwestern, University Medical 
School and Chairman, Department of 
Surgery, Cook County Hospital 


Dr, Robert J. Freeark: Our conference today 
deals with a subject that continues to plague 
the house staff of Cook County Hospital, despite 
great strides in medical knowledge and experi- 
ence. When appendicitis progresses into the third 
and fourth day of illness, someone has been 
remiss. Here at County most often it is the pa- 
tient or his family who fails to seek medical 
aid until the disease reaches an advanced stage. 
Regardless of where the diagnostic error lay, 
the therapeutic challenge is a rea] one and the 
acquisition of sound judgment in the manage- 
ment of such cases is a goal not easily attained. 
We have with us today two surgeons with a com- 
bined experience that approaches 100 years in 
this problem of neglected appendicitis. 

Dr. Edwin Miller was for many years an 
attending man at Cook County Hospital on the 
pediatric surgical service and has made extensive 
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Neglected Appendicitis 


Department of Surgery 
Cook County Hospital 


contributions to the training of the house staff 
here and the medical profession in general. At 
present he is emeritus professor of surgery of 
the University of Illinois College of Medicine. 
Dr. Karl A. Meyer needs no introduction to you. 
His lifetime contributions to this hospital and 
to the entire field of medicine and surgery are 
well known to all. Perhaps less well known is 
the fact that Dr. Meyer for many years handled 
exclusively the night surgical emergencies at 
County. This large operative load currently is 
divided among several senior residents. During 
his years of service on night surgery, Dr. Meyer 
found the problem of the neglected appendix 
a not infrequent one. Treatment at that time 
lacked the benefits of antibiotics and other sup- 
portive measures. I am sure that the remarks 
from these two great surgeons will contribute 
much to our understanding of this problem. 

Case 1. 

Dr. John Raffensperger (Surgical Resident) : 
I did not take care of this patient but he had an 
extremely fine hospital record. 

This 4 year old white male was admitted 
to Contagious Hospital on June 14, 1956, with 
a five day history of anorexia, fever, dry cough, 
and upper abdominal pain. His temperature at 
home ranged from 101° to 103° F., axillary. 
Two days prior to admission the child had local- 
ized pain in the right lower quadrant; he be- 
gan vomiting and passed eight to 10 watery 
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stools. The family pediatrician had examined 
the child and felt that his complaints represented 
the prodromal stage of measles. On the morning 
of admission the exanthem of measles was noted. 

Examination revealed a well nourished, acute- 
ly ill child with a rectal temperature of 103° F., 
pulse 120, respirations 29. The eruption of mea- 
sles was present on the face, and Koplik’s spots, 
coryza, lacrimation, and photophobia were ap- 
parent. ‘The abdomen was flat with direct tender- 
ness in both lower quadrants but more pro- 
nounced on the right. Localized resistance sug- 
vestive of a mass was noted in the right lower 
quadrant. Rebound tenderness was absent. Bowel 
sounds were normal. Rectal examination shed 
tenderness on the right side. Laboratory study 
disclosed a normal urine, 97 per cent hemoglo- 
bin, and a white blood cell count of 19,000. 

The child was placed in Fowler’s position. He 
was seen almost immediately by a surgical con- 
sultant who confirmed the above findings. 

The impression was that the patient had an 
appendiceal abscess, with dehydration and mea- 
sles. Treatment consisted of nasogastric suction, 
Achromycin®, and intravenous fluids. For the 
next two days the child was extremely ill with 
temperatures ranging between 102° and 104°F. 
The mass persisted, his pulse reached 144, but 
howel sounds were present. On the second hos- 
pital day after the decision for nonoperative 
treatment, fine rales were heard in the right 
lower and middle lobes and a clinical diagnosis 
of bronchopneumonia was made. For the next 
four or five days he was kept on Levine suction, 
and carefully maintained on intravenous fluids 
and electrolytes. By the sixth day gradual im- 
provement was apparent and the Levine tube 
was discontinued, the pulse became slower, and 
the temperature dropped to 100°F. On the 
reventh day the boy was taking fluids orally. One 
week later he was afebrile and the mass was 
smaller. On the day of discharge, 16 days after 
admission, the mass was the size of an egg and 
no longer tender. The lungs, on fluoroscopic ex- 
amination, were clear and he was discharged to 
his home with recommendations for restricted 
activity. 

Dr, Freeark: I had the experience of taking 
care of this boy. His course was extremely 
stormy. We could not tell whether we were gain- 
ing or losing on the appendiceal process and its 
localization because in measles the temperature 
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is always subject to wide variations. The develop- 
ment of bronchopneumonia shortly after admis- 
sion seemed to commend the decision against 
operative intervention but his grave condition 
raised considerable question about this. 

The boy lost 12 pounds during his hospital 
stay but is well at present. 

Dr, Edwin Miller: With modern developments 
in medicine and surgery, improved hospital con- 
ditions, qualified surgeons and facilities almost 
everywhere, and with means of getting patients 
to hospitals in a hurry, it is hard to understand 
why any patient these days should die as the 
result of appendicitis. But some still do. One of 
the reasons is that appendicitis either is not diag- 
nosed early enough or is neglected, in one way 
or another, after diagnosis because of uncertainty 
as to the course of procedure that should be in- 
stituted. Some patients will not get to the doctor 
quickly enough because many of them are poor, 
one might even say ignorant, and will not seek 
medical aid soon enough. 

However, the important thing to remember is 
that not all cases of acute appendicitis follow 
the textbook picture and the most intelligent 
patient or physician may not recognize this con- 
dition. Many are atypical in one way or another. 
For that reason diagnosis is not made or it is 
deferred too long. The appendix may not lie in 
the right lower quadrant of the abdomen; it 
sometimes is up near the gall bladder or down 
in the pelvis. Occasionally it is on the left side. 
As a result, symptoms often are far from what 
we would expect in the typical case. 

We are inclined to think that appendicitis in 
the young infant is extremely rare and that we 
don’t need to consider it seriously. Let me say 
that as long as the appendix is lined by mucosa 
there can be acute appendicitis in any patient, 
no matter what his age. The youngest infant | 
have operated upon was two weeks old. The 
diagnosis was not clear as the baby presented 
evidence of strangulated right inguinal hernia. 
The inguinal canal was opened, the sac was found 
full of pus and in it was a gangrenous ruptured 


appendix. The outcome in this case was good 


following removal of the appendix and the es- 
tablishment of adequate incisional drainage. 
At the other end of the ladder, we may be 
inclined to believe that appendicitis is not com- 
mon in old people. Yet we often see it. You may 
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have a false sense of security in not considering 
appendicitis as seriously in the aged as in young- 
er folk. I remember an atypical case of a man 
of 69 whom I saw in his home before bringing 
him to the hospital. He was an English butler in 
a wealthy family, and when I saw him first he 
was in the kitchen washing dishes. | examined 
him ; he had acute tenderness and a mass in the 
right groin which clearly seemed to be an in- 
carcerated right inguinal hernia. We opened up 
the inguinal canal, found strangulated omentum 
surrounded by a good deal of pus which was 
coming down through the internal ring from the 
diseased appendix. I removed the omentum and 
a gangrenous ruptured appendix. 

[ have described to you examples of acute 
appendicitis in the young and old that presented 
atypical clinical pictures. What other ways does 
appendicitis manifest itself? We had a young 
man of 27 with what appeared to be a classical 
acute appendicitis. Instead it was an acute 
Meckel’s diverticulitis. The differential diagnosis 
between acute diverticulitis and appendicitis is, 
as you all know, extremely difficult to make and 
serves to emphasize the need for further explora- 
tion when the appendix is normal. 

The complications resulting from gangrenous 
appendicitis may be serious, Aside from an acute 
spreading peritonitis which becomes generalized 
and all too often fatal—at least, it was in the 
preantibiotic days—there are other complica- 
tions. One is intestinal obstruction. This oc- 
curred in one of our patients, a child who had 
a ruptured appendix with an adherent loop of 
ileum attached to it. On this had developed a 
mechanical type of acute intestinal obstruction. 
We tapped the ileum above the obstruction, then 
turned the child over on a frame so that the 
fecal material could pass out. This would allow 
the irritated skin to clear up so that we could 
go in on the left side and close the intentionally 
created external fistula easily. 

Another complication that we fear is subphre- 
nie abscess, on the right side or even on the left 
side in cases where the appendix may be ab- 
normally situated. I have seen one on the left 
side in a child 7 years old. The lesion was typical 
in all respects, with gas and fluid levels under 
the left diaphragm. The abscess was well for- 
ward. Drainage was established extraperitoneally 
through a left subcostal incision, and the final 
result was exceedingly good. 


Since the complications of appendicitis are 
numerous and can be exceedingly serious, we 
should make every effort to treat these patients 
adequately and as early as possible. My ideas 
about the situation that developed in the case 
just presented by Dr. Raffensperger are these: 
Clinically I class cases of appendicitis in three 
groups: (1) Those which, by their history and 
physical examination, are obviously acute ap- 
pendicitis in the early stages. There is no dis- 
pute or difference of opinion on how those cases 
should be handled. (2) Cases that have a longer 
history and who come to us at a time when there 
has been a perforation but it has been met with 
good defense mechanism and there is a palpable 
mass. This represents a wall of defense around 
the perforation and makes the situation anything 
hut an emergency. After study of a large number 
of such eases we have come to the conclusion that 
the majority with a palpable inflammatory mass 
should be handled conservatively at least, for a 
time. If left alone and watched carefully day by 
day, most cases will show gradual improvement 
in the general clinical picture with subsidence 
of fever and white blood cell count. Gradually 
this palpable mass will become smaller and 
smaller and, after a period of days or weeks, will 
divappear. That is the usual course, but don’t 
misunderstand me. Such an appendiceal mass 
is not always present in the right lower quad- 
rant; it is where the pathology is and that may 
he almost anywhere in the abdomen. It may be 
high up or low down, and it may even be de- 
tected only with a finger in the rectum. The mass 
may be small or large. Some represent a forme 


fruste type of perforation against which the sur- 


rounding bowel and omentum are firmly ad- 
herent, and there is little if any real abscess 
present. Many cases are just the opposite with 
definite abscess formation and on X-ray exami- 
nation may show gas or fluid levels. The mass 
enlarges as the days go by; it does not improve 
or get smaller. Drainage is demanded. This type 
Was present in a small percentage of our cases. 
These patients can be treated safely through an 
extraperitoneal approach as lateral as possible 
without the likelihood of a spreading peritonitis. 
The appendix can be removed later on when the 
patient is perfectly well. (3) Patients with per- 
foration against which there is no defense, Clini- 
cally there is a spreading peritonitis. There is a 
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difference of opinion on how to treat these pa- 
tients. My belief has been that the primary thing 
is to operate upon them and remove the source of 
iufection—in other words, remove the appendix 
and shut off the faucet. Treat the patient sup- 
portively by means of chemotherapy and anti- 
hiotics. Not all surgeons agree, but that has been 
my view over the years and I have yet to regret 
following that policy. Dr. Meyer has had more 
experience than any of us and I believe holds 
a similar view. 

As for the patient with measles and obviously 
heginning pneumonia, presented today I think 
he was handled very intelligently. He obviously 
was a sick child who had orginally a question- 
able palpable mass in the right lower quadrant. 
In a patient this age, the lesion could hardly be 
anything but an appendiceal mass. Therefore, I 
think the conservative policy adopted was ex- 
tremely wise. If this patient had shown evidence 
of a perforated appendix without any findings 
of a defense mechanism such as the palpable 
mass, then the problem would have been con- 
siderably different and he should have been 
operated upon, regardless of measles and begin- 
ning pneumonia. The appendix in such a case 
can be removed under local anesthesia without 
much danger so far as the respiratory problem 
is concerned. I think congratulations are in order 
on the way this patient was managed. 

Dr. Karl A. Meyer: Dr. Miller will no doubt 
recall the many meetings of various surgical 
societies throughout the years and specifically the 
Western Surgical Society when the subject 
of appendicitis came up. Usually an animated 
discussion ensued regarding the correct treat- 
ment of this dread condition. I agree with 
him that the conservative treatment. carried out 
in this patient was ideal. I believe it saved the 
patient’s life. 

Dr. Freeark: Dr. Miller, if we had felt that 
drainage of this appendiceal abscess was neces- 
rary because of continued sepsis, should we have 
at that time removed the appendix too or merely 
incised the abscess ? 

Dr. Miller: Sometimes when you open into an 
appendiceal abscess, you find that the appendix 
has sloughed off and is lying there free and 
often you can just pick it out of the abscess 
cavity, or you can pick out a fecal stone. Not in 
every case of this kind should an attempt be 
made to remove the appendix because of this 
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one thing: the pathology in the appendix does 
not always involve the entire appendix. Suppose 
we had a distally obstructed appendix with a 
stone; our pathology would be distal to that and 
the remainder of the appendix relatively normal. 
If this appendix perforates, we build up an ap- 
pendiceal abscess and we open into this and 
drain. We may remove a stone or the free lying 
distal part of the appendix, but the rest of the 
organ is outside the zone of defense and to at- 
tempt to remove it is, in my opinion, poor sur- 
gical judgment. 

Dr. Freeark: Dr. Meyer, we thought that the 
elevated white blood cell count in this child with 
measles was a valuable indication that abdominal 
pain was not related to the measles but to ap- 
pendicitis. Would you have a comment to make 
about the value of a white count in general and 
in this case in particular? 

Dr. Meyer: It was valuable here because it 
showed you were dealing with a septic process. 
We see epidemics of appendicitis following colds 
or upper respiratory infections frequently, with- 
out any leucocytosis. To insist upon an elevated 
white count before operating for acute appendi- 
citis is to invite disaster. The count was valuable 
in this case, however, because leucocytosis usual- 
ly is absent in measles and confirmed the presence 
of a septic process. 

Case 2. 

Dr. Carl Lum (surgical resident): This 7 
year old, colored male was admitted to Cook 
County Hospital on October 7%, 1958, with a 
three day history of abdominal pain and vomit- 
ing. Pain had started in the mid-epigastrium 
and shifted to the right lower quadrant on the 
day of admission. 

Physical examination revealed localized ten- 
derness in the right lower quadrant and no re- 
bound tenderness or rigidity. On rectal exami- 
nation there was tenderness on the right side 
but no mass. Bowel sounds were normal. His 
temperature was 100.6° F. rectally. The labora- 
tory reported a negative urine, white blood count 
of 16,650, and hematocrit of 40 per cent. 

The patient had had no bowel movement for 
48 hours. He was taken to surgery and under 
general anesthesia, with the abdomen well re- 
laxed, a clearly defined mass was palpable in the 
right lower quadrant. The question arose, should 
we proceed with surgery or discontinue the an- 
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esthetic and treat the patient conservatively ? 

Dr. Freeark: This is a problem I would not 
like to face in the management of a private pa- 
tient, and it was difficult in this case. The family 
had been notified that the child had appendicitis 
and they knew the treatment of choice was ap- 
pendectomy. The operating room was alerted, 
anesthesia was induced, and on relaxing the 
muscle spasm in the abdomen, this well defined 
mass was found. Dr. Meyer, how would you 
handle this problem ? 

Dr. Meyer: The question of appendicitis still 
is a relatively serious one. Neglect in diagnosis 
may lead to increased mortality and morbidity. 
Many errors are made by the internist in procras- 
tinating. For this reason primarily, I think 
straight internships—for example, in medicine 
or in surgery—are weak because so many pa- 
tients seen early by an internist or a young 
physician who has not had experience in surgical 
management of the acute belly does not do the 
patient too much good. We see so many neglected 
cases that often demand judgment of great acui- 
ty to bring them through alive. I believe that 
every intern and every internist should have a 
thorough basic training in what an acute abdo- 
men means. You will have a low mortality rate 
if you operate early when a patient has pain, 
vomiting, and abdominal spasm. Dr. Kanavel 
always said that when you have pain, vomiting, 
and abdominal spasm you have a surgical belly 
and you have to make a differential diagnosis. 
It means the patient should be operated upon; 
vou should not wait for a period of neglect to 
try to bring him through. This holds not alone 
for appendicitis but for intestinal obstruction, 
perforated ulcer, and acute gangrenous gall blad- 
der. The problem of early operation in appendi- 
citis was acute when Dr. Miller and I were 
young in practice. Dr. Murphy and Dr. Ochsner 
were then giving the talks so illuminating to 
most of us on early diagnosis and surgical man- 
agement. In those days we did not have good 
anesthetics, intravenous fluids, or antibiotics. 

In handling this patient I would hope that 
surgery was cancelled. In other words, when he 
was put to sleep and they had a chance to over- 
come spasm and palpate gently, they found a 
mass. They could have disturbed that patient 
by surgery. Here they had a child who was not 
too sick; they could have converted a localized 
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peritonitis into a generalized peritonitis with 
possible mortality or a prolonged hospital con- 
valescence. It has taken a long time to acquaint 
the referring physician with the fact that pa- 
tients like this should not be operated upon. 
That does not mean that all these patients are 
going to get well without surgery. Perhaps about 
90 per cent of them will get well under conserva- 
tive therapy, and a certain number will form 
frank abscesses. The trick in a frank abscess is to 
drain extraperitoneally and to do so after you 
have waited for a period of days so that the mass 
will localize and the patient is holding his own. 
Then you can drain it without difficulty. The 
danger is not that you cannot find the abscess 
but that you might perforate the bowel in ap- 
proaching it and produce a fistula. These lesions 
are complicated and result in mortality or long 
convalescence. 

When the abscess drains into the pelvis you 
have an early diarrhea, and when you have a 
septic belly and diarrhea, you must keep in mind 
that a pelvic abscess is developing. By rectal 
examination you will note thickening of the 
mucosa. Some will clear up but others will not, 
and when there is continuous diarrhea with 
frank abscess palpable, you can drain the pa- 
tient through the rectum without any mortality. 
The bladder should be emptied beforehand to be 
sure that you are in the proper location and do 
not injure the bladder. This method of drainage 
is imperative. I have seen surgeons try to drain 
a pelvic abscess through an abdominal incision 
and whenever you drain an abscess into the 
peritoneal cavity you are in trouble. Wait until 
the abscess is well localized so that you can drain 
it without emptying the abscess into the free 
peritoneal cavity. 

I referred earlier to the Murphy and Ochsner 
treatment of appendicitis. It differed only in the 
duration of the disease. When they had a case, 
within the first 48 hours of onset, there was no 
debate between Murphy and Ochsner whether it 
was surgical or medical. Early operation meant 
a low mortality then as it does now, and whether 
the condition is due to appendicitis, intestinal 
obstruction, or any intra-abdominal lesion, it 
demands surgery. The earlier the operation the 
less the mortality, and both those great surgeons 
knew this. The Ochsner treatment differed from 
the Murphy treatment in that when the condi- 
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tion had reached the third or fourth day with 
abdominal distention and loss of peritoneal re- 
at action, Ochsner would place the patient on 
conservative treatment in Fowler’s position, 
giving him fluids and using morphine because 
he believed it stimulated peristalsis. He then 
it observed the patient under this form of manage- 
ment. On the other hand, Murphy would operate 


1- 
n upon many of these patients and he had the 
0 higher mortality rate. 
u I would agree with Dr. Miller that on the 
s third day, if you have early peritonitis, you will 
" realize that the spill is in the free peritoneal 
. cavity; unless you operate, you will have multi- 
m ple abscesses or high mortality. Consequently, I 
* would certainly agree that on the third day or 
. even the second day you can have an acute per- 
o forated appendix with fecalith close to the ce- 
cum, rupture into that location, and spill into 
’ the free peritoneal cavity. The peritoneum will 
" not take care of cases like that and surgery 
i should be done. You go in as gently as you can, 
1 so as not to disturb the surrounding defensive 
; mechanism and break down the barrier and re- 


move the appendix. If a nosey surgeon breaks 
: down those barriers he is in trouble. I have seen 
men do an appendectomy and then reach into 
the abdomen to find out if anything else is oc- 
curring. I would have no confidence in a man 
who would do that. When you find the pathology, 
take care of it and then get out and don’t ex- 
plore and spread the infection. The same is true 
, in other surgical conditions. When I find the 
) head of the pancreas indurated during cholecys- 
| iectomy for example, I would not think of 
| exploring that pancreas further and _ stirring 
, things up. The trauma that has been done in 
needless exploration during acute abdominal op- 
erations has produced many serious complica- 
tions. 

Do we drain the belly or do we not? That is 
the problem in peritonitis. Some time ago I 
went over with one of my interns a series of 
2,500 cases we had treated here for peritonitis. 
‘Treating them conservatively without intraperi- 
toneal drainage lessened mortality and morbidity 
perceptibly. I insist upon, and try to teach my 
men to drain down to the peritoneum in an ef- 
fort to prevent abdominal wall infection because 
that is one of the most frequent complications 
following surgery. Those infections can become 
acute; they can develop between the muscles, 
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under the fascia, and just above the peritoneum, 
and can develop into such a large abscess that 
you think the patient died of coronary throm- 
bosis when rupture occurs. When you have tem- 
perature and leucocytosis following surgery for 
acute appendicitis, you should suspect infection 
of the abdominal wall and this should be care- 
fully handled. Don’t remove all the stitches at 
once. Remove one or two stitches, establish drain- 
age, put on hot wet packs, and treat the patient 
conservatively. If during appendectomy you spill 
pus into the abdominal wound, close the peri- 
toneum tightly, put a drain down to the peri- 
toneum, and institute treatment with hot ap- 
plications. In that way you will obviate many of 
the abdominal wall complications. 

Dr. Freeark: Dr. Meyer correctly anticipated 
the management of this case. The child was 
awakened. He was not operated upon, but was 
returned to the ward where he made an unevent- 
ful recovery and was discharged from the hos- 
pital on the seventh hospital day. He will soon 
be called back for elective appendectomy. You 
have spoken of abscess in the abdominal wall 
with rupture into the peritoneal cavity. Have 
you ever observed a patient with appendiceal 
mass that ruptured spontaneously and caused 
generalized peritonitis ? 

Dr. Meyer: That can occur, which is why you 
must observe them carefully. When you have a 
well walled off abscess, then consider drainage. It 
can rupture into the peritoneal cavity spontane- 
ously with disastrous consequences. 

Dr. Irving Stein, Jr. (Associate Professor of 
Surgery, Northwestern University Medical 
School): We have had a beautiful presentation 
of many years of experience, but I do feel that 
there is another aspect to this problem that you 
should know about. That is, surgery is indicated 
in some of these patients with advanced localized 
disease. Don’t misunderstand me. I am not dis- 
agreeing with what has been said, but there are 
more and more reports coming out in the litera- 
ture recommending surgery, particularly in early 
cases of abscess. Some surgeons say they operate 
whenever appendicitis is diagnosed. I think these 
are things the younger men must know to be 
able to weigh what you have heard today against 
what you will hear more and more in the future. 
I personally feel that if there are masses that 
you can feel that may not have progressed to 
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abscess formation you may operate and find the 
disease walled off but there is no free pus. It is 
still a phlegmon. It is still in a stage where it 
can technically be easily removed. The omentum 
has come down and covered the appendix and 
this can be pushed away and appendectomy done 
without massive spillage or without harming the 
patient. Particularly in the thin individual that 
omental phlegmon can be felt as a mass, and the 
patient who does not yet have an abscess will 
benefit from early surgery. In the patient pre- 
sented with a three day history I might have been 
inclined to operate rather than bring the patient 
back to the ward. We know he will do well if 
we bring him back and treat him conservatively, 
as the results in this case certainly confirm, but 
there are disadvantages to conservative therapy. 
There may be repeat abscess formation before we 
can perform interval appendectomy. If the con- 
dition is still in the early stage and you do not 
break down a wall, | would feel that early sur- 
gery is still the answer. [ think you younger men 
should know that people are operating at any 
stage of appendicitis and reporting good results. 
You have to make up your own minds about this 
problem. 

Dr. Joseph Greengard: (Director Pediatric 
Education, Cook County Hospital) : I don’t think 
there is a physician who has had years of experi- 
ence who has not had a case of neglected ap- 
pendicitis on his hands. For the pediatrician this 
usually is because he does not see the patient 
early for a variety of reasons. Sometimes the 
parents do not call him; sometimes he has too 
much to do and, listening to the story over the 
phone, he makes an honest mistake. I would 
strongly urge you to see as many of your pa- 
tients as you can; don’t get into the habit of 
giving advice over the telephone. Also, if you 
get to the point where you are too busy, get some 
help. I would rather err on the side of having 
the surgeon take out an appendix that does not 
look too bad than wait until the next day and 
have the appendix perforate. 

Dr. Freeark: Would you agree that the ap- 
pendix should be removed following all cases of 
appendiceal abscess ? 

Dr. Meyer: Yes, at a later date, but be sure 
to wait a sufficient length of time before doing 
definitive surgery. Let the patient get over the 
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infection or you will get into difficulty with 
many adhesions and risk fistula formation. 

Dr. Miller: I would agree. 

Dr. Freeark: Do you make a distinction be- 
tween the problem in children and in adults? 

Dr. Miller: Yes, in a way. You know in the 
young child or baby that the omentum sometimes 
does not come well over the abdominal viscera. 
Therefore, an acutely inflamed appendix is not 
immediately surrounded by the omentum as it 
is in the older patient. Therefore, we often have 
a rapidly spreading peritonitis. 

In regard to Dr. Stein’s remarks, we often 
find a palpable mass in a case of short duration. 
As he said, that does not always represent a 
perforated appendix, because if that appendix 
happens to lie well forward near the anterior 
peritoneum, the mass can be due to a thickened 
omentum that has plastered itself around the 
early acutely inflamed appendix. One would 
make a mistake in delaying surgery in that type 
of patient. 

There is one other point I want to make. Not 
every case that clinically seems to be a walled 
off abscess is that type of pathology. My last case 
represents a little boy who was probably the 
sickest patient I ever took care of in this hos- 
pital. The clinical impression was appendiceal 
abscess, secondary to which he developed acute 
intestinal obstruction and peritonitis. He was 
ballooned up like a base drum. There was ex- 
treme tenderness on the right side and we could 
make out a palpable mass. We did not do im- 
mediate surgery in this case. When we ultimately 
opened his abdomen, pus just rolled out. He had 
an acute intestinal obstruction and his primary 
pathology was a ruptured gangrenous intussus- 
ception. In the face of his peritonitis and his ob- 
struction we had to resect the right half of his 
colon. Fortunately that boy made a good re- 
covery. 

Question: Dr. Meyer, If you had a patient 
with a mass that ruptured and produced peri- 
tonitis, would you feel that simple drainage of 
the abscess was sufficient or should appen- 
dectomy be done? 

Dr. Meyer: I would leave the appendix alone 
and institute suction drainage of the abscess 
cavity. 

Question: If you have made a McBurney in- 
cision for appendectomy and the appendix is 
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normal and no other pathology is found, would 
you remove the appendix ? 

Dr. Meyer: I certainly would — the patholo- 
gist may be a friend of yours. 

Dr. Freeark: What about the case of pelvic 
inflammatory disease or perforated peptic ulcer 
in which you have erroneously made a McBurney 
incision and find the appendix normal ? 

Dr. Meyer: In pelvic inflammatory disease, it 
would depend upon the local findings. I have 
lived through the days of pus tubes and [ realize 
that when the temperature is not greatly elevated 
and you find large tubo-ovarian masses, these 
may be removed and the patient will run an 
uneventful course. In chronic pelvic inflamma- 
tory disease the contents of these masses often 
are sterile and you can do a great deal of sur- 
gery, including appendectomy, and spill the con- 
tents of the tubes all over the pelvis and the pa- 
tient will get along without difficulty. In acute 
PID, I would not remove the appendix. 


Medicine in the gay 90’s 


Lately I’ve been reading “The Household 
(iuide or Domestic Cyclopedia, Home Remedies 
For Man and Beast” by Prof. B. G. Jefferies, 
M.D., Ph. D., Chicago, and J. L. Nichols, A.M., 
published in Naperville, Illinois, in 1894. A 
surprisingly large part of this practical guide 
has stood the test of time. But there are anach- 
ronisms and some of the remedies can no 
longer be considered medically sound. For ex- 
ample, the treatment of sunstroke: “Remove the 
patient in the shade and apply cold water to 
his head and neck, and a mustard plaster to 
the feet.” Some are almost offensive: “Pork and 
Onion Poultice, Good For Wounds Made By 
Rusty Tools or Nails, Bruises, and Lacerated 
Wounds.” Or, if you don’t like onions “When 
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Dr. Miller: The question sometimes comes up 
whether the appendix should be removed if it 
lies in a hernial sac at the time of herniotomy. 
If I thought my aseptic technique was good 
enough and that I could bank on it, then I would 
say it is relatively safe to remove that appendix 
while you are repairing the hernia, but otherwise 
I would say no; push it back in and get it later. 

Dr, R. C. Giles: Is there such a thing as hema- 
togenous appendicitis ? 

Dr. Meyer: I think you can have a hemato- 
genous peritonitis but I don’t think the appendix 
alone is involved. 

Dr. John B. O'Donoghue (Attending Staff 
Cook County Hospital) : I think the wisdom and 
philosophy of treating one of the most serious 
problems in the abdomen have been presented 
today in an unusual and interesting manner. We 
who have passed through a lifetime of experience 
can appreciate the wisdom of the remarks of 
these two men. We have all profited by the dis- 
cusslon., 


anyone is injured by running a nail or wire into 
the flesh, hold the wound over burning sugar as 
soon as possible and it will prevent the poisonous 
effects, and little if any soreness will result.” 

Several of the remedies are much less com- 
plicated. “A Very Simple Cure for Round Shoul- 
ders” goes like this: “Round shoulders are almost 
unavoidably accompanied by weak lungs, but 
may be cured by the simple and easily performed 
exercise of raising one’s self upon the toes, 
leisurely, in a perpendicular position, several 
times daily.” And on “Sleeplessness,” point num- 
her three is worth ruminating: “Lie with the 
head to the north, for there is something in the 
electrical effects of the earth upon the body 
when in that position.” Waldo P. Tuthill, M.D. 
Tuthill Says . . St. Clair County Med. Bull. 
Nov. 1958. 





Research by practicing physicians 

One kind of research that is being done with 
increasing frequency by practicing physicians is 
the testing of new medicines that are about to 
be marketed by the large drug companies. After 
the manufacturer has made exhaustive prelimi- 
nary studies and tests, the medicine in question 
may be given to carefully selected patients under 
close supervision and control. If the new drug 
proves to be of value, several experts in the field 
continue with the investigation. Finally, if it has 
proved to be of value for certain diseases and 
not to have serious side effects, practicing physi- 
cians are selected to do the final evaluation, the 
drug company supplying the drug, literature, and 
record-keeping forms. Similar studies can be 
done on drugs that have been in use for a long 
time if the researcher has reason to believe that 
they might be useful in another illness than the 
one for which they were previously used. The 
drug companies are much interested in such 
work and will give the fullest co-operation to 
serious investigators. 

Every physician is actually doing research 
work by trying various recommended medica- 
tions for the same illness and finally selecting 
the one that seems the most effective. If exact 
records are kept and prove that one specific 
treatment is much more effective than others, 
it might be valuable to publish such a finding. 

Now, a word of caution. In the field of ther- 
apeutics, ethical consideration puts restrictions 
on research. Our medical associations and our 
attorneys caution us not to use any other therapy 
than “one which is accepted as good practice by 


the physicians of the community.” This sounds 


discouraging to a man in medical research and 
it must be admitted that a literal interpretation 
of this rule may hamper medical progress and 
discourage individuality and originality. We 
should, however, keep in mind that the reason 
for these rules and regulations is to protect the 
patient from harm and to assure a regimen that 
should never be inferior to one that is generally 
accepted. But if a physician knew of a chemical 
that appeared to be promising — for example, 
in the palliation of metastatic cancer — certain- 
ly, it could be tried after the usual methods had 
failed. Steps to protect the investigator legally 
in such an event are consultation, detailed ex- 
planation to the patient and the relatives, writ- 
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ten consent and, in doubtful cases, a discussion 
of the particular case with an attorney. Generally 
there will be little danger of any legal involve- 
ment if the researcher has been the family physi- 
cian of the patient for many years and has his 
full confidence. In no circumstances, should a 
drug of proved value be withheld from the seri- 
ously ill in order to try an experimental medica- 
tion. K. Schnitzer, M.D. Research by Practicing 
Physicians. California Med. May 1958. 


< > 


Marriage and blood pressure 

An investigation of the effect of family size 
on blood pressure produced some interesting and, 
at first sight, surprising results. Pregnancy may 
provoke the appearance of hypertension in some 
subjects who develop toxemia; and in some, the 
rise of blood pressure may persist. Accordingly, 
it might be expected that multiparous women 
might have higher pressures than nulliparous 
women. However, on the contrary, an inverse 
correlation was found with family size — the 
larger the family, the lower the pressure. A 
similar trend was reported in the women of the 
Bergen survey. Even more surprising was the 
finding in the South Wales survey that family 
size influenced blood pressure in a similar way 
in the male. The trend for systolic pressure in 
men aged 15-50 years is almost as marked as in 
young females, though it is absent in diastolic 
pressure measurements. Single men had higher 
systolic pressures than the married, and the 
fathers of small families higher than those of 
large families. Editorial. Environment and 
Blood Pressure. Brit. M.J. Nov. 15, 1958. 


< > 


Pioneer work 
In December, 1895, the antitoxin treatment 


of diphtheria was discussed. The author viewed 
the present antitoxin craze and felt it would 
follow the wake of Brown-Sequard’s elixir of 
life and Koch’s lymph. In June, 1897, Doctor 
Hay reviewed the antitoxin treatment of diph- 
theria and reported his experience with the 
remedy. He unqualifiedly favored its use in all 
cases of diphtheria. In January, 1900, Dr. W. 
A. Evans of Chicago stressed the infectiousness 
of milk from tuberculous cows. Howard J. Lee, 
M.D. The Milwaukee Academy of Medicine — 
The Early Years. Wisconsin M. J. Oct. 1958. 
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The physician in Russia 

Political revolutions may alter the practice 
of medicine but the physician will not suffer 
too much if he maintains his high standards 
and ideals. The more communistic or tyrannical 
governments become, the more the oppressed peo- 
ple will come to rely upon the physician when 
they are ill. The politicians may put industrial 
production before health but the physician will 
win in the long run by remaining merciful and 
friendly. A good physician-patient relationship 
helps cushion the impact of a despotic system on 
the individual. In time, these governments dis- 
cover that the medical profession is helping their 
cause by reducing discontent, tension, and dis- 
affection. 

This was brought out recently in an editorial 
comment* on Mark G, Field’s book, “Doctor 
and Patient in Soviet Russia.” This book is not 
a study of Soviet medicine but of the sociology 
of the medical profession. 

The Bolsheviks could not tolerate the exercise 
of power or influence by anyone other than the 
State. The resistance of physicians to State pres- 
sure was weakened by abolishing their profes- 
sional organizations, by indoctrination of stu- 
dents, and by reducing the prestige and the 
standard of living of members of the profession. 
They were deprived of their corporate strength 
hy putting them into a vast medical workers’ 
trade union. They had no voice in the organiza- 


*k- itorial, Lancet, Sept. 20, 1958. 
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tion because they were outnumbered by the 
orderlies, nurses, and other ancillary medical 
personnel. 

But time solved the problem, especially for 
those who maintained “the basic ethical univer- 
salism of medicine.” The tradition of personal 
service has survived through the years and the 
practice of medicine is now becoming more at- 
tractive because it offers an opportunity to help 
the people without being involved in polities. 

Less than a quarter of the Soviet physicians 
are members of the Communist Party, the ma- 
jority in administrative work. A split is said 
to exist between the administrators and the clini- 
cians; the latter feel that the party physicians 
have somehow betrayed the profession by swear- 
ing allegiance to another group. The clinicians 
may not have a voice in government but there 
is considerable solidarity and co-operation among 
them. This is a good and useful attitude when 
serving mankind. 

< > 


Bacteria at the bedside 

The obvious is easily overlooked. Walter, et 
al.* inspected the bedside glass water bottles 
in 24 Boston Hospitals and found a high density 
of staphylococci as well as a higher density of 
coliform organisms than the USPHS standards 
allow for drinking water. 

The investigation stemmed from patients’ com- 


*Walter, C. W., et al.: Bacteriology of the Bedside Carafe, 
New England J. Med. 259:1198, 1958. 








plaints of unpalatable bedside water. Inspection 
of the water carafes revealed turbid, malodorous 
water in the majority. 

There were many reasons for contamination 
despite the fact that fresh Boston tap water 
and clean ice made from it do not support bac- 
terial growth. Lack of cleanliness of the carafes 
and their contents was noted frequently. The 
design and configuration of the containers made 
washing difficult; the material used in the con- 
struction of many of the carafes was of the type 
that could not be sanitized by heat. In a third 
of the hospitals investigated the carafes were 
cleaned and filled in utility rooms where “other 
utensils—basins, bedpans, and  urinals—were 
cleaned.” 

The handling of ice was not satisfactory and 
contamination occurred from oronasal discharges, 
excreta, and dust from clothing and floors. In 
a few instances, the infection was traced to the 
manufacture of ice with faulty, poorly main- 
tained machinery. 

The authors found that replenishing the water 
and ice in a bedside container was not done 
hygienically. The bottles must be emptied, 
cleaned, and refilled from the tap every time to 
rid them of saliva contaminated residuals. Ca- 
rafes from which patients sip water need extra 
care. 

This study should stimulate every hospital to 
make a survey of the handling of bedside water. 
Walter recommends the following program: 

“Proper installation and operation of ice-cube 
makers that are isolated from sources of bacteria 
shed by patients and personnel; automatic bag- 
ging of ice cubes and storage at a temperature 
less than 20°F.; dispensing of ice cubes from 
refrigerated dispensers with ice tongs; provision 
of carafes with wide mouths to facilitate clean- 
ing, inspection, and filling; daily sanitization 
of carafes with heat; processing of carafes in 
the diet kitchen by personnel trained in food- 
handling precautions; and complete emptying 
and refilling of carafes from the tap each time 


they are serviced.” 
< > 


Guard within yourself that treasure, kindness. 
Know how to give without hesitation, how to 
lose without regret, how to acquire without mean- 


ness, George Sand 
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A new concept of the clinical 
pathological conference 


As far back as Benivieni in the 16th century. 
physicians have gathered about the postmortem 
table for the purpose of determining the cause 
of death and of seeking all factors contributing 
to death. In the 18th century, during Mor- 
gagni’s time, physicians concerned  them- 
selves with gross changes of tissue. By the 19th 
century, in Virchow’s period, they added to their 
discussions the findings revealed by the micro- 
scope. With the advent of the 20th century, after 
Aschoff’s influence, they talked of the role of 
bacteriology and toxicology. During the past 
quarter of a century, stimulated by H. Gideon 
Well’s discoveries, they have emphasized the im- 
portance of biochemical changes associated with 
the dying process. 

It is clear, however, that a postmortem con- 
ference is not alone a pathologic conference ; nor 
is it alone a clinical conference, nor a biochemi- 
cal, nor a bacteriologic conference. It is a confer- 
ence concerned with the whole of the life of a 
deceased man—with the social, domestic, eco- 
nomic, and emotional life as much as with tissue 
pathology. These fields are so intimately related, 
one cannot be separated from the other. 

The classical authors of the past, like Plato, 
Lucretius, and William Cullen clearly saw that 
a poor social environment, a bad economic situa- 
tion, or. an unfavorable domestic state, creates 
emotional instability that may be associated with 
or directly responsible for disease. Yet the best 
of our present day clinical pathologic conferences 
make no mention, for example, of the unhappy 
childhood of the alcoholic that leads to Laen- 
nec’s cirrhosis. Our sessions say nothing about 
the old man who lives alone in a solitary hotel 
room with no inclination or encouragement to 
eat a balanced diet, the lack of which leads to 
malnutrition and a beriberi heart. Our meetings 
ignore the restless ambition of a young lawyer, 
anxious to obtain wealth and fame, which termi- 
nates in a myocardial infarct. Nor do we trouble 
ourselves in inquiring into the lives of miserable 
parents who constantly berate and flog a boy 
who later turns to narcotics, the intravenous 
administration of which eventually terminates 
in thrombophlebitis or a septic infarct of the 
lung. Our gatherings sink into the background 
the importance of a shrewish wife in the produc- 








Illinois Medical Journal 








Nu 
Cc 
of p 
of sé 
Trai 
it be 
pres 
with 
Re 
care 
shou 
all n 
train 
eX pec 
Su 
of th 
St. I 
the x 
of a 
suppl 
Hac 
Mii tee 
Count 
of Be 


ins if 


for Feb 





ngs 
yer, 
mi- 
ible 
ible 
boy 
ous 
ates 

the 
und 
1uc- 


rnal 


tion of her husband’s duodenal ulcer, the hemor- 
rhage from which leads to death. Our discussions 
pay no regard to the neurotic wife whose inatten- 
tive husband leads her to boulimia, and this to 
massive obesity, thus aggravating hypertension 
that terminates in cerebral hemorrhage. 

The postmortem conference cannot achieve its 
purpose without the active participation of a 
psychiatrist, a social worker, a geneticist, a 
sociologist, an economist, and a public health 
worker, or general practitioners specially trained 
in these fields. With a free discussion embracing 
the: patient’s life in all its aspects, a marvelous 
opportunity is offered the physician to study the 
earliest factors involved in disease. By learning 
io look beyond the threshold of his office and 
beyond the portals of his hospital, into home, 
factory, office, church, and field, the physician 
can apply this knowledge in a most practical 
way to the families he serves. The clinics in 
comprehensive care at Northwestern University, 
Cornell, and Harvard certify to the soundness 
of this new method of teaching. 

Frederick Stenn, M.D. 


< > 


Nursing a community challenge 

Community concern over the present shortage 
of professional nurses is reflected by the activities 
of several organizations. With the passing of our 
Training School at Christian Welfare Hospital 
it became apparent that the nurse shortage would 
present a major problem such as we are faced 
with today. 

Reliable authorities on standards of hospital 
care maintain that professional nursing service 
should compose at least 70 per cent of the over- 
all nursing care in a good hospital. Properly 
trained practical nurses and nurses’ aids are 
expected to render the remainder of service. 

Survey studies conducted under the auspices 
of the Health and Hospital Division of the East 
St. Louis Social Planning Council emphasized 
the need for consolidated community support 
of a program designed to develop an adequate 
supply of nurses. 

laced with this problem, an Advisory Com- 
miitee—ineluding members of the St. Clair 
County Medical Society—met with the officials 
of Belleville Junior College for the purpose of 
ina igurating nurse education in this area. After 
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many conferences and considerable effort, a di- 
rector of nurses, Miss Clara Mae Miller, was 
employed and a proposed curriculum was pre- 
sented to the State Department of Education 
and Registration for approval. All of the require- 
ments have been fulfilled and it is gratifying 
to announce that the enrollment for nurse’s train- 
ing at the Junior College was begun last Septem- 
ber. This is a unique pilot program of nursing 
education at the junior college level and is the 
subject of great interest by the leaders in the 
field of nursing education. 

Students enrolled in this program will be 
considered as college people, a slight departure 
from the usual atmosphere prevailing in a school 
associated with a hospital. These students are 
assured of a complete course of study necessary 
to become eligible for examination for R.N., 
as prescribed by our State Department of Educa- 
tion and Registration. At the end of their third 
year they will have sufficient credits to enroll 
in any school of their choice for an additional 
year to become a candidate for a B.S. degree 
in nursing. Upon completion of the program at 
the Junior College and successful acquisition of 
their R.N. from the State of Illinois, they will 
be entitled to reciprocity in other states in the 
country. 

The professional clinical work of the cur- 
riculum will be conducted in the local hospitals 
under the direct supervision of the instructors 
from the faculty of the Junior College. The hos- 
pitals, therefore, will have an unusual opportu- 
nity to participate in nursing education free of 
any financial obligation or responsibility. he 
local hospitals have endorsed this program and 
assured us of their co-operation. Members of 
the County Medical Society in the vicinity have 
volunteered their services as instructors for sub- 
jects in the curriculum best taught by medical 
men. 

There is no tuition charge for students resid- 
ing in the tax area supporting Junior College. 
For students outside this limit, there is a tuition 
charge comparable to other college courses. 

The program has been received enthusiastically 
and 29 students are now enrolled in the fresh- 
man class. Our students will start work in the 
hospitals within 30 days from entrance into the 
program. The first semester they will spend 
16 mornings in the hospital. The second semester 
this will be increased to 36 mornings. All the 
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rest of the time they will spend a minimum of 
five mornings per week in the hospital. The 
director of nurses is of the opinion that they 
actually will receive more training in the hos- 
pital than will students in the hospital schools. 
This comes about since every moment in the 
hospital is directed toward an educational or a 
learning experience and none in service to the 
hospital or in the performance of repetitions 
services or the standing of routine watches. 
Along this line, we are trying to introduce some 
fresh thinking into the program, which is in- 
dicated by an opportunity to do some extra work 
in an area of interest, the inclusion of some 
public health work, and the possibility of work 
in a rural hospital program. It is important to 
note that the entire program is under the com- 
plete direction and control of the college with a 
highly qualified professional staff. 

There are in Illinois 18 public junior colleges, 
including six branches of the Chicago City 
Junior College. These are: 

Belleville 
Chicago Heights 
Centralia 
Chicago 


Belleville Junior College 
Bloom Community College 
Centralia Junior College 
Chicago City Junior College 

Amundsen Branch 

Crane Branch 

Fenger Branch 

Southeast Branch 

Wilson Branch 

Wright Branch 
Danville Junior College Danville 
Elgin Community College Elgin 
Joliet Junior College Joliet 
LaSalle-Peru-Oglesby Junior 

College La Salle 
Lyons Township Junior 
College LaGrange 

Moline 
Morton Junior College Cicero 
Mount Vernon Junior College Mt. Vernon 
Thornton Junior College Harvey 


Moline Community College 


It is quite natural, therefore, that the citizens 
will look to their physicians for advice and 
leadership in this program. For this reason the 
Illinois State Medical Society may wish to ex- 
ercise prestige and leadership in sponsoring a 
similar program for the entire state. 

W. C. Serivner, M.D. 
East St. Louis 


Editorials from other journals — 


Insurance for the Mrs. 

A pharmaceutical manufacturer recently has 
given a new twist to the methods of selling drugs. 
This latest in advertising gimmicks involves a 
modest insurance policy that comes “for free” 
to any patient who will agree to take the manu- 
facturer’s medication. The implication to the 
patient is that the medication is so good that 
she is almost sure to be protected against the 
eventuality specified in the policy. Indeed, what 
is really insurance may become confused in her 
mind with a guarantee. 

The reason for using the feminine pronouns 
in the preceding paragraph becomes evident from 
the fact that the insurance is for pregnant 
women against the eventuality of abortion. Spe- 
cifically, the pharmaceutical manufacturer agrees 
to pay a sum of money to any woman who signs 
up for the program under the following terms 
of agreement: (1) She will have come under 
her physician’s prenatal care within 69 days 
after conception: (2) she will have begun to 
use the pharmaceutical manufacturer’s compound 
(a mixture of minerals and vitamins, as a dietary 
supplement) in the amounts specified by the 
manufacturer and not later than 60 days after 
conception: (3) an enrollment form will have 
been forwarded to the pharmaceutical manufac- 
turer within 90 days after conception; and (4) 
in case she has a history of involuntary abortion, 
there is the further requirement that she be 
under the care of the physician and begin the 
use of the compound prior to conception. If these 
terms have been fulfilled, and the pregnant 
woman aborts, presumably she collects from the 
pharmaceutical manufacturer’s insurer as soon 
as a simple claim form is filled out and sent in. 
She collects, that is, if the form is accompanied 
by enough coupons from bottles of the vitamin- 
mineral supplement to show that she purchased 
and used (?) the amount of the supplement 
directed by the terms of the insurance agreement. 

Entirely apart from monetary considerations, 
it could be argued that this insurance scheme is 
good for people. It may induce patients to see 
their physicians earlier in pregnancy. Assuming 
that the dietary supplement in question is bene- 
ficial for pregnant women, the probability that 
the woman will take the medicine is enhanced. 
Of course, there’s nothing to prevent a woman 
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from collecting the insurance money even if she 
never took a single pill. 

It is evident that the pharmaceutical manufac- 
turer doesn’t sincerely believe that his product 
is a panacea for protection against abortion. He 
doesn’t even bother to define abortion. There’s 
nothing in the world to prevent a woman from 
collecting the insurance money although she may 
never have taken the medication, provided she 
says she took the medicine and that she sends 
in enough coupons. - 

It must be supposed that the manufacturer 
expects to sell so much of his product that 
paying claims will be a pleasure. He is pretty 
safe because payment is made only for involun- 
tary abortion occurring after the first three 
months of pregnancy, and abortion is not too 
frequent in the second and third trimesters. 
Well, there is nothing unethical about all this, 
but some physicians have been repelled by what 
they sense to be an extraordinary kind of pres- 
sure. What do you think? GP Nov. 1958. 


< > 


Abuse of the laboratory 


Elsewhere in this issue of the Journal Drs. 
Diamond and Porter present persuasive data once 
again illustrating the principles that man is a 
creature of habit and that a little knowledge 
is a dangerous thing. What these authors have 
demonstrated about routine preoperative bleed- 
ing and clotting times can be extended to many 
aspects of clinical medicine where easily requisi- 
tioned laboratory tests have been substituted for 
more time consuming fundamentals of the medi- 
cal history and physical examination. These tests 
can be particularly misleading if they are unreli- 
able and are poorly understood by most physi- 
cians. In general, the more complicated the proce- 
dure, the more likely that physicians will be 
unfamiliar with the technique and unable to 
interpret the results. The complexity of a proce- 
dure can be awe inspiring in itself to both patient 
and physician, but too often such tests add only 
confusion and cost to medical care. 

All physicians recognize the indispensable role 
ot laboratory diagnosis in the practice of medi- 
cine, and it is those who know the laboratory best 
who are particularly upset when these tests are 
abused and misinterpreted. 

\lthough rituals are hard to break, the op- 
portunity of strengthening the plea that routine 
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determinations of preoperative bleeding and clot- 
ting times be abandoned is welcome. New Eng- 
land J. Med. Nov. 20, 1958. 


< > 


Council meeting minutes 


The regular December meeting of the Council 
was held at the Hotel Sherman, Chicago, on Sun- 
day, December 14, with the following present: 
Oldfield, O’Neill, Mason, Youngberg, Camp, 
Clark, Kirby, Hesseltine, Portes, Piszezek, Karl 
H. Blair, Endres, Reisch, DuPuy, Goodyear, 
English, Montgomery, Fullerton, Hamilton, and 
Reavley. Also present were Perey E. Hop- 
kins, Lawrence Breslow, Louis R. Limarzi, 
Theodore R. Van Dellen, F. Lee Stone, Walter 
C. Bornemeier, Richard J. Bennett, W. C. 
Scrivner, Mr. Walter L. Oblinger, Mr. John W. 
Neal, and Mr. John A. Mirt. 

The minutes of the October 12 meeting were 
approved. Dr. Oldfield reported as President and 
Dr. O’Neill as President-Elect. They presented 
an outline of the many meetings they had at- 
tended since the last meeting of the Council. 

Dr. Camp asked that a new procedure be 
authorized for the 1959 annual meeting of the 
State Society which might encourage the phy- 
sicians in attendance to register at the majority 
of the commercial booths in the ‘exhibit hall. 
MOTION made (Oldfield-Fullerton) that the 
committee appointed proceed with the plans for 
card registration at commercial booths at the 
1959 annual meeting. Motion carried. 

The recommendations of the Committee on 
Scientific Work were approved by official Coun- 
cil action. They included : 

(1) That the term of office for Section Officers 
be extended for two years to develop continuity 
and a long range planning schedule to improve 
the annual meetings. 

(2) That meetings of the House of Delegates 
be scheduled to avoid conflict with scientific pro- 
grams where possible. 

(3) That the 1960 annual meeting be held 
to a three day session—Tuesday, Wednesday, and 
Thursday only. 

(4) That the floor plan for exhibits be revised 
to place all commercial booths in one room and 
eliminate the use of all hall space if possible. 

(5) That scientific movies again be used if 
and when this seems feasible. 

Dr. Montgomery reported as chairman of the 


93 








Executive Committee. An opening has occurred 
on the Commission on Paraplegics of the State 
of Illinois and the name of Clinton Compere has 
been suggested as the repesentative of the State 
Medical Society on the Commission. Dr. Worley 
Kendall of Peoria is a member of the Commis- 
sion at this time. 

Dr. Montgomery also reported that the ques- 
tion of a candidate for the unexpired term of 
Dr. Warren W. Furey had been considered. The 
Kxecutive Committee recommends that the Coun- 
cil approve sending a letter to all members of 
the House of Delegates of the AMA sponsoring 
the candidacy of Dr. Perey E. Hopkins for the 
position, the letter to be signed by the president, 
and secretary of the State Society, the chairman 
of the Illinois Delegation, and the chairman of 
the Council. 

The question of the candidacy of Dr. George 
F, Lull for the office of President Elect of the 
American Medical Association also was discussed, 
and a similar letter was authorized in his behalf, 
stating that the Illinois delegation will support 
him for this office. The same four officers are 




















to sign this letter. 

MOTION made (Hamilton-Hesseltine) that a 
suitable resolution be prepared on the 
death of Dr. Warren W. Furey, to 
become part of the official records of 
the Society, and a copy sent to Mrs. 
Furey. Motion carried. 

MEDICAL SERVICE AND 

PUBLIC RELATIONS 

Dr. Hopkins reported as chairman of the Com- 
mittee on Medical Service and Public Relations. 

The need for county medical societies to become 












more interested in legislative work was stressed, 
and it was decided that a luncheon meeting 
should be held for the county society legislative 
chairmen, the county society secretaries, and the 
legislative chairmen of the Woman’s Auxiliaries. 
The luncheon is to be held in connection with 
the next meeting of the Council scheduled for 
February Ist. The two groups will have a joint 
luncheon with the program set for the legislative 













group in the afternoon. 

The Council approved the Committee recom- 
mendation that a dinner be held for the members 
of ‘he Illinois General Assembly in Springfield 
either in February or March, with Mr. Oblinger 


instructed to arrange the details. 
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Both Mr. Neal and Mr. Oblinger were author- 
ized to register as representatives of the Illinois 
State Medical Society under the Illinois Lobby- 
ing Act. 

The Council approved the Committee recom- 
mendation that the Legislative Manual devel- 
oped by Mr. Oblinger be printed, and that 3,000 
copies be ordered. 

The Council approved the Committee recom- 
mendation that the Springfield Newsletter pre- 
pared by Mr. Oblinger, be improved in form and 
given a wider circulation if possible. Mr. Oblinger 
is to have the letter printed in Springfield rather 
than have the Chicago office mimeograph the 
material. The Chicago office will continue to 
address the envelopes and maintain the mailing 
stencils. The importance of the Newsletter was 
discussed and the fact was stressed that key men 
should receive the material, be asked to pass on 
the information, and post the release on hospital 
bulletin boards. Any physician writing to Mr. 
Oblinger (420 Reisch Building, Springfield) 
requesting the release will be placed on the mail- 
ing list, but blanket mailing is not suggested 
at this time. 

Dr. Hopkins stated that proposed changes in 
the new Narcotics Control Act had been dis- 
cussed at length by the Committee. One of the 
problems confronting the profession is the treat- 
ment. of addicts, which is not covered under the 
Act. The Committee would request the Commit- 
tee on Narcotics to submit any suggestions per- 
taining to the proposed legislation for considera- 
tion, 

The Committee recommended that legislation 
pertaining to the disposition of a body or parts 
of a body “by will” be sponsored and/or sup- 
ported by the state society. Mr. Neal stated that 
the Bar Association is interested in this problem 
and the work of the committee should be done 
with Council approval. The proposed legislation 
would permit a person to do what he cannot 
accomplish under the law at this time. The pro- 
posed Act was read by Mr. Oblinger, and Coun- 
cil approval given. 

The Committee recommended that the Council 
approve a Public Relations dinner to be held 
during the annual meeting of the State Society 
at which a joint program with the Illinois Bar 
Association might be developed, and a panel pro- 
gram presented dealing with some of the follow- 
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ing subjects: subpoenas, expert witness fees, priv- 
ileged communications, and psychiatrists in 
court. By proper Council action the committee 
was asked to develop such a joint program 
for the public relations dinner on Tuesday eve- 
ning, May 19, 1959. 

The committee discussed the possibility of a 
new workmen’s compensation act at the 1959 
session of the legislature. It was decided to post- 
pone committee action until after Mr. Neal has 
had an opportunity to discuss the proposals with 
Dr. Richard J. Bennett as co-chairman of the 
Committee on Industrial Health. 

Dr. Hopkins read the supplementary report 
of the Council on Medical Service to the AMA 
House of Delegates, and the report of the ref- 
erence committee approving the resolution pre- 
pared by the AMA Council. The resolution ad- 
vocated the development of the voluntary health 
insurance or prepayment plans for persons over 
65 years of age with reduced incomes and modest 
resources, in a way that would be acceptable both 
to the recipients and to the medical profession. 
The proposal was that the AMA, the constituent 
and component medical societies, as well as phy- 
sicians everywhere, expedite the development of 
an effective voluntary health insurance or pre- 
pavment program for the group over 65 with 
modest resources or low family income, and that 
physicians agree to accept a level of compensa- 
tion for medical services rendered to this group 
that will permit the development of such insur- 
ance and prepayment plans at a reduced premium 
rate. 

Dr. Hopkins urged that this subject be given 
wide publicity, called to the attention of Illinois 
Medical Service, Northern Illinois Medical Serv- 
ice, all physicians in the state, and be published 
in the Journal, and used in all new releases go- 
ing to the membership. 

Dr. Hopkins suggested that the Society again 
send copies of Today’s Health to members of the 
General Assembly and the Illinois representa- 
tives in Congress as has been done in past 
years. By official action this was approved, and 
the Woman’s Auxiliary of the ISMS was asked 
to take charge of the gift cards to the members 
of the state and federal legislature. 

The fact that dues in the Illinois State Medi- 
cal Society are lower than in most state medical 
societies was called to the attention of the Coun- 
cil. The program outlined by the Committee on 
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Medical Service and Public Relations represents 
the expenditure of a good deal of money, and the 
membership should be kept informed of activity 
being carried on in its behalf. 


I. P. A. C. ACTIVITY 


Dr. Montgomery reported as chairman of the 
Medical Advisory Committee to the Illinois Pub- 
lic Aid Commission. The group met with repre- 
sentatives of the Commission on December 13. 
Various areas in the state where problems existed 
were represented at the meeting, and much of 
the existing difficulty was solved when a better 
understanding of the situation was developed. 
The committee is asking the anesthesiologists 
to prepare a list of the cost of drugs for some 
100 cases and establish costs in this area. The 
committee plans to appear before the commission 
and request an increase in the fees for physi- 
cians. This meeting is scheduled for the first 
part of February. Nine visitors who were present 
from various parts of the state learned what 
goes on as they watched the committee at work 
with the commission. Most of the trouble arises 
as a result of the failure of the local county 
superintendents to follow correct. procedures, and 
because of lack of liaison between local physi- 
cians and superintendents. 

COMMITTEE ON INDUSTRIAL HEALTH 

Dr. Richard J. Bennett, co-chairman of the 
Committee on Industrial Health, distributed 
prepared material dealing with the problems 
encountered by industry in personal injury cases 
under workmen’s compensation. The committee 
is considering a new workmen’s compensation 
act, amendments to the existing law, and meth- 
ods in which progress can be effected in the 
personal injury litigation field. 

In the material distributed was: (1) a paper 
on “Impartial Medical Testimony” delivered by 
David W. Peck, previously presiding justice of 
the Supreme Court of the State of New York, 
appellate division; (2) a paper on “The Impar- 
tial Medical Testimony Project” by Howard 
Reid Craig, M.D., director of the New York 
Academy of Medicine; (3) a paper on “Impar- 
tial Medical Testimony”, the partial text of a 
panel discussion by Harrison L. McLaughlin, 
M.D., of New York; (4) Rule 35 — Physical 
and Mental Examination of Persons; and (5) 
Description of the Proposed Plan for Improving 
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the System of Disability Evaluation in Work- 
men’s Compensation Cases. 

The vital importance of determining “the 
nature and extent of the injury, if any,” cannot 
be stressed too much, Personal injury suits 
should run about 1 per cent of all money taken 
in. CTA is running 7 to 8 per cent at this time. 
(nly one opinion should be presented before the 
court. 

Kach year legislation having to do with work- 
men’s compensation goes to the commission. 
Some time during February and/or March, 
representatives of the Illinois Manufacturers 
Association and of labor sit down and work out 
things upon which they can both agree, and 
when this situation exists, things upon which 
they both agree usually get enacted into the law. 
If the medical profession has any idea regarding 
what it wants included in the Workmen’s Com- 
pensation Act, representatives should get together 
with these groups and discuss the problems in 
detail. Neither the unions nor the Illinois Manu- 
facturers Association like “crash” programs. 

The state society committee has several recom- 
mendations to make. (1) That the Workmen’s 
Compensation Act be amended so that one of 
the five commissioners is a physician; (2) have 
a medical advisory committee that would meet 
about once a month; (3) develop a state council 
composed of two physicians, two insurance rep- 
resentatives, two lawyers, and two manufacturers 
to work together; (4) establish some type of 
impartial medical testimony plan so that the 
judge can request an opinion, and the court and 
the jury will get correct information. (New York, 
Utah, Baltimore, and Los Angeles have the best 
plans now, and Utah’s seems to be the outstand- 
ing state plan. Specialists are used, and their plan 
works. ) 

The Council requested that the Committee on 
Industrial Health and the Committee on Medical 
Service and Public Relations meet and develop 
concrete suggestions, and report at the February 
1 meeting of the Council. 

COMMITTEE ON CIVIL DEFENSE 

Dr. Earl H. Blair reported on the Committee 
on Civil Defense and its activities. The commit- 
iee met on November 9 during the AMA confer- 
ence at the Drake Hotel. Dr. Maxwell has re- 


signed as deputy director of civil defense in 
Illinois. Hospital approving authorities are now 
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requiring a disaster program for each hospital 
on a community basis. It is agreed that actual 
practice runs be made with full staffing in all 
categories with criticisms to follow. Stress liaison 
with other groups in the disaster relief programs 
—Red Cross, blood banks, and the like. All 
physicians should be alert on medical functions 
in the local disaster programs. This can be an 
excellent public relations effort at the local level. 
The committee asks that publicity be given dis- 
aster programs in the Illinois Medical Journal. 


POSTGRADUATE MEDICAL EDUCATION 

Dr. Fred C. Endres reported as chairman of 
the committee to study and evaluate the post- 
graduate medical education program in Illinois. 
The committee was composed of Dr. Endres, Dr. 
Howard P. Sloan of Bloomington, and Dr. 
Charles K. Wells of Mt. Vernon. 

After studying the situation, the committee 
recommended: (1) That the Postgraduate Con- 
ferences continue to be sponsored by the ISMS. 
(2) That continued effort be made to co-ordinate 
these conferences with those of the Academy of 
General Practice in regard to time, place, and 
subject matter. (3) That special effort be made 
to provide such conferences in the thinly popu- 
lated areas of the state, or in counties where 
the membership is small and there is no adjacent 
metropolitan area. The recommendations of the 
committee were approved, and Dr. Montgomery, 
as Chairman of the Council, was authorized to 
reappoint the members of the Committee on 
Postgraduate Medical Education and Scientific 
Service for the present fiscal year. 

BELLEVILLE JUNIOR COLLEGE AND 
ITS NURSING PROGRAM 

Dr. W. C. Scrivner of East St. Louis reported 
to the Council on the new college program in 
professional nursing at the Belleville Junior Col- 
lege. He told of the efforts being made to find 
ways to improve public relations and to assist 
in improving the care of the patient. As a mem- 
her of the Society Committee on Maternal Wel- 
fare, he has been most interested in various 
phases of these activities for a number of years. 
Schools of nursing have closed all over downstate 
Illinois, and the problem of training has become 
more and more acute. The St. Clair County Med- 
ical Society has worked in .close co-operation 
with other interested groups, and has developed 
a curriculum in nursing acceptable to the State 
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of Illinois and the League of Nursing, which will 
vive the candidate reciprocity with other states. 
‘he work done at Belleville Junior College will 
he accepted for transfer if the candidate goes on 
for the full college degree. This is the only such 
program in Illinois at this time. Twenty-nine 
students were entered in the September class. 
‘The local hospitals are used as all they need to 
furnish are the cafeteria facilities. The medical 
society provides the instruction, and the students 
are college students. A folder outlining the pro- 
gram and giving the necessary information is 
available for the prospective student. The school 
program is for three calendar years; new Classes 
start in September each year; regular college 
vacations are maintained except for summer ses- 
sions, which are required. The folder outlines the 
requirements and can be secured by anyone in- 
terested. 

The St. Clair County Medical Society would 
like to have publicity given this unique program 
throughout the state, since there are some 22 
other junior colleges in Illinois where similar 
courses might well be started. This might be the 
means of providing some of the nursing person- 
nel so badly needed throughout Illinois, and it 


might develop into a pilot program that could 
well be copied throughout the country. 


ISMS AND THE ILLINOIS 
HOSPITAL ASSOCIATION 
Dr. Hesseltine reported that he, Dr. Hamilton, 
and Dr. Oldfield had met with representatives 
of the Illinois Hospital Association for the pur- 
pose of discussing problems of special concern 
to both groups. The IHA needs co-operation 
from the medical society and the problems to 
be faced must be dealt with by members of the 
hospital staff and the administrators working 
as a team. The role of the physician on the hos- 
pital staff and the importance of the physician 
to the hospital are only two of a number of 
problems for consideration. Closer co-operation 
with the hospital administrator and the staff 
could be mutually profitable. The chief of staff 
and the hospital administrator should function 
as a team. The Council was requested to approve 
this activity and designate a committee to work 
with the THA to develop the details of a joint 
program. 


COUNCIL ACTIVITY 
The membership of the Illinois State Medical 
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Society in the Illinois Chamber of Commerce was 
renewed for the year 1959. 

The membership of the ISMS in the Illinois 
Educational Association was renewed for 1959. 

The resolutions submitted by Dr. Harry Mantz 
pertaining to various changes in the constitution 
and bylaws were referred to the Committee on 
Constitution and Bylaws for review and subse- 
quent report at a later meeting. 

The ISMS contributed $100.00 to the Illinois 
Society for Medical Research. 

The Council designated Dr. Richard J. Ben- 
nett as its official representative to attend the 
annual Joint Conference of the AMA Council on 
Industrial Health in Cincinnati in February. 


REPORT ON STATE LABORATORY STUDY 


Dr. Louis Limarzi reported as chairman of a 
special committee to study state laboratories. The 
committee met with representatives of the Llli- 
nois Association of Medical Health Officers and 
discussed in detail the services which should be 
available in state laboratories. The group had 
several detailed recommendations to make—that 
certain services should be expanded (diagnostic 
tests for infectious diseases, the field of Rh test- 
ing, blood grouping, and water and milk labora- 
tory examinations). The ISMS committee was 
of the opinion that procedures dealing with pub- 
lic health measures should be developed and the 
information disseminated to recognized technical 
personnel to improve on this facility throughout 
the state. The committee felt that the labora- 
tories are in a strategic position to utilize the 
specimens sent to them for more extensive 
research, and it was suggested that a research 
budget, on the order of $75,000 per year, should 
be provided. It was agreed that there is an 
urgent need for new buildings for the Spring- 
field and Chicago laboratories. In the field of 
toxicology, a small amount of work is being done 
in connection with water and air pollution tests. 
Urine testing for lead is being done largely at 
the request of hospital laboratories in cases of 
accidental lead poisoning in children. There is 
need for expansion of this service in connection 
with poison control programs, especially in con- 
nection with water pollution studies since toxic 
material may be discharged into streams with- 
out anyone’s knowledge, including the operator 
of the plant in some instances. It was the under- 
standing of the committee that a separate bill 
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covering the provision of funds and authoriza- 
tions for the laboratories of the department to 
do toxicologic tests probably will be introduced 
with the endorsement of the State Society. 

The Joint Committee was in agreement that 
while the services mentioned should be initiated 
or expanded, some other services now being of- 
fered should be curtailed, such as agglutination 
test, for enteric infections and syphilis serology. 
The volume of the latter is out of all proportion 
to the number of cases of infectious syphilis. 
They believed that dropping compulsory premar- 
ital serologic tests and other routine surveys 
for syphilis, such as pre-employment and employ- 
ment examinations, would accomplish a great 
deal in this direction, 


OTHER ACTIONS 


Dr. Reisch reported that a meeting of the 
Journal Committee and Editorial Board had 
been held November 4. The Wayside Press of 
Mendota was selected again to print the Illinois 
Medical Journal for the coming year. The Edi- 
torial Board will have some definite recommen- 
dations to make at the next meeting of the Coun- 
cil following its next meeting scheduled for 
January 7. 

Dr. DuPuy asked that the 1959 meeting of 
the Secretaries Conference in Springfield be ap- 
proved. 

The first meeting of the House of Delegates 
during the 1959 annual meeting of the ISMS 
was set for Monday evening, May 18. 

The Council approved giving the Medical As- 
sistants Association $300.00 for their next year’s 


meeting. 

The secretary was instructed to write to each 
licensed hospital in Illinois outlining the request 
made some two years ago by the AMA that a 
joint committee be set up by each hospital, and 
informing them that within a few months, a 
joint meeting will be held in Chicago of all 
hospital administrators and all hospital staff 
presidents, to discuss important problems faced 
by the two groups. 

The Council adjourned at 2:20 p.m. 

Respectfully submitted, 
HAROLD M. CAMP, M.D. Secretary 


< > 


Wanted: old medical-surgical 
instruments for exhibit 


The Champaign County Medical Society on 
May 14 will celebrate the centennial of its found- 
ing with a program designed to show the public 
the advancement in medical practice that has 
occurred over the last 100 years. This will include 
displays in store windows. 

The society will appreciate the help of physi- 
cians in other parts of the state by loans of 
equipment and instruments once used by physi- 
cians. These will be shown along with present 
day supplies. Any material loaned will be re- 
turned immediately after the celebration. 

If you have any such instruments, or know 
where some may be obtained, please write to Dr. 
William H. Schowengerdt, 301 East University 
Avenue, Champaign, IIlinois. 
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MEDICAL ECONOMICS 





Over sixty-five 


In December, 1958, the House of Delegates 
of the AMA endorsed the principle of the devel- 
opment of a low cost medical plan for our senior 
citizens. This is one of the most progressive steps 
ever taken by our leaders in the field of medical 
economics. You and I are well aware of the 
problem involved, and our leaders are to be con- 
gratulated for their forward efforts. 

It would be well to review this resolution: 
“For persons over 65 years of age with reduced 
incomes and modest resources, it is necessary 
immediately to develop further the voluntary 
health insurance or prepayment plans in a way 
that would be acceptable both to the recipients 
and the medical profession. The medical profes- 
sion must continue to assert its leadership and 
responsibility for assuring adequate medical care 
for this group of our citizens. Therefore, the 
Council on Medical Service recommends to the 
House of Delegates the adoption of the follow- 
ing proposal: That the American Medical Asso- 
ciation, the constituent and component medical 
societies, as well as physicians everywhere, ex- 
pedite the development of an effective voluntary 
health insurance or prepayment program for 
the group over 65 with modest resources or low 
family income; that physicians agree to accept 
a level of compensation for medical services 
rendered to this group which will permit the 
development of such insurance and prepayment 
plans at a reduced premium rate.” 

his recommendation has been studied by the 
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Board of Trustees and has received its whole- 
hearted endorsement. Now, what about us? 

Many factors must be explored and considered. 
The individuals in this age group are a rugged 
and independent breed. After all, it takes quite 
a bit of know-how to reach 65 plus, and citizens 
who have done so really “have it.” They are not 
looking for handouts or gifts. What they prefer 
is insurance. They expect this insurance to be 
paid for in a reasonable manner; they expect 
complete health coverage and will not be happy 
with anything less. 

Anyone over 65 is certainly vulnerable when 
it comes to the probability of future illness. 
Knowing this, our insurance companies in gen- 
eral have shied away from this problem. Since 
the insured can do little about preventing future 
illness, it would seem that the burden of respon- 
sibility as to their insurability at a reasonable 
rate rests with the physician. We will just have 
to set up a fee schedule on the lowest possible 
level. 

Physicians’ fees in general are in line with 
the general cost of living in his community. 
Naturally, every physician believes his fees are 
low as is. Impartial surveys have brought out 
the facts that medical fees have not increased 
on a par with the cost of living index. The 
physician in practice today earns his keep, and 
receives a reasonable return on his tremendous 
educational investment and his enormous efforts 
to keep people well. His opportunity to save for 
the future is somewhat limited. Private prac- 
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titioners have no pension funds, nor do they 
have a retirement program. They just keep on 
working, making the best adjustment possible 
to inflation, rising costs of overhead, and mul- 
titudinous financial problems. In the face of 
these economic facts, how can we offer to lower 
our fees for one special group of individuals? 
Will this not set a precedent for the future, and 
lead other groups to demand similar sacrifice? 

Probably not. We recognize that at present, 
inany in the over 65 category are not independ- 
ent when it comes to paying for medical care. 
Their children and relatives usually have to 
pool together for such a purpose. Many are with- 
out such family assistance and are cared for 
now through charities. This suggested insurance 
program will take many such individuals off 
the medical relief rolls. The independence that 
would be engendered will bring them to physi- 
cians’ offices earlier in an illness. Their health 
will improve from this earlier contact with their 
physician. When we realize that a greater num- 
ber of people will be eligible for private care 
under this program, lowered fees for a particular 
group will not necessarily mean a loss in revenue 
to the physician. 

Another factor that always concerns the phy- 
sician is the further encroachment of the third 
party into medical affairs. This fear was present 
when Blue Shield first went into effect but how 
false this fear proved during the years. Blue 
Shield is the physicians’ nonprofit plan, and is 
directed by a medical board of trustees, elected 
at the grass roots. What better way is there than 
to set up our own nonprofit plan? 

Since the problem .of financial support for 
the medical care of the aged is complex, it 
necessitates a great deal of study. Fortunately, 
this has been done and is being done by various 
groups. Problems vary with each community. Yet 
we must not tarry too long in setting up our 
plan. None will be perfect at the outset but we 
must do the best we can, and change details as 
we go along. 

To this observer, it seems that we should ac- 
cept a fee for service that will be all inclusive. 
This is the only way to give full coverage under 
an insurance program. It has been said that 
there is strong union support for federal bills to 
be placed before Congress providing for health 
benefits under social security. In my opinion, this 
is pure socialized medicine. Our best alternative 
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against this possibility is active support of thi- 
service provided through Blue Cross and Blu 
Shield. Our wholehearted support and co-opera- 
tion will nip this direct step toward socialized 
medicine in the bud. This is a positive approach 
toward the prevention of governmental medicine. 
Let each one of us physicians become fully aware 
of this situation and make plans at the county 
and state levels. The success of our efforts will 
do much to curtail the trend toward socialized 
medical care. 


John R. Wolff, M.D. 
< > 


Health insurance for 
government employees 


The principle of health insurance has been 
so well established it seems almost fantastic to 
find that a bill is to be introduced in this session 
of Congress to provide for such insurance for all 
federal employees. 

Government employees are alert, educated 
citizens. They are capable of buying homes, 
automobiles, television sets, electric appliances, 
luxuries, and life insurance. Don’t they buy 
health insurance, too? The commercial insurance 
companies are always anxious to insure such 
individuals. Also, the “Blue” plans have had 
many campaigns enrolling groups and individ- 
uals as well. Is an act of Congress necessary to 
provide a service that can be provided by the 
individual at his discretion at the present time? 

Perhaps the real question is merely: Who 
will pay for this insurance? An act of Congre 
will enable the government to pay for some or 
all of this insurance. The “government” means 
you and me. 

You and I want everyone in this country to 
have health insurance but you pay for yours and 
I'll pay for mine. You can buy what you need, 
and I shall buy what I need. We can choose 
our own physician and our own hospital. We 
can change insurance companies whenever a 
better program is offered that is better suited to 
our desires. Our fine government has a great 
deal to do without going into the health insur- 
ance business. If government employees are so 
badly off financially, why not raise the pay scale, 
and let them plan on their own. Some may 
prefer snake oil to insurance, at that. Perhaps 
government employees are rugged individualists 
like their fellow Americans. J.R. W. 
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Am. College of O. & G. 


annual meeting in April 


The American College of Obstetricians and 
Gynecologists will hold its annual meeting in 
Atlantic City, April 6-8, with general sessions 
in Convention Hall. An attendance of about 
2,000: physicians is anticipated. 

Besides the presentation of papers by leading 
obstetricians and gynecologists from various 
parts of the country, there will be breakfast 
and clinical conferences, panels, motion picture 
programs, and scientific exhibits, it was an- 
nounced by Dr. Robert H. Barter, Washington, 
chairman of the Committee on Program. One 
panel will deal with radiation hazards in obstet- 
rics and gynecology, and another will cover 
psychosomatic aspects. A feature will be the 
presentation of 12 research project reports. 

Dr. R. Glenn Craig, San Francisco, will de- 
liver his presidential address on the second day. 
The installation of Dr. John I. Brewer, Chicago, 
as president, will take place on the final day. 
Dr. Brewer is professor of obstetrics and gynecol- 
ogy, Northwestern University Medical School. 

Among those participating in the scientific 
program will be Drs. Herbert E. Schmitz and 
James H. McClure, Chicago. 

Further information may be had by writing 
to Mr. Donald F. Richardson, executive secre- 
tary, the American College of Obstetricians and 
Gynecologists, P. O. Box 749, Chicago 90. 
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Clinics for crippled children 
listed for March 


Twenty one clinics for Illinois’ physically 
handicapped children have been scheduled for 
March by the University of Illinois, Division 
of Services for Crippled Children. The division 
will count 17 general clinics providing diagnos- 
tic orthopedic, pediatric, speech, and hearing 
examination along with medical, social and 
nursing service. There will be two special clinics 
for children with cardiac conditions, one for 
children with rheumatic fever, and one for cere- 
bral palsied children. 

Clinics are held by the division in co-opera- 
tion with local medical and health organizations, 
both public and private. Clinicians are selected 
among private physicians who are certified Board 
members. Any private physician may refer 
to or bring to a convenient clinic any child or 
children for whom he may want examination or 
consultative services. 

March 4 — Carmi, Carmi Township Hospital 
March 4 — Hinsdale, Hinsdale Sanitarium 
March 4 — Rock Island (Cerebral Palsy), Foss 

Home, 3808 Eighth Avenue 
March 5 — Sterling, Community General Hos- 

pital 
March 6 — Chicago Heights (Cardiac), St. 

James Hospital 
March 10 — East St. Louis, St. Mary’s Hos- 

pital 





March 10 — Peoria, Children’s Hospital 

March 10 — Shelbyville, Methodist Church 

March 11 — Joliet, Will County T.B. Sanitar- 
jum 

March 12 
pital 

March 12 — Springfield, St. John’s Hospital 

March 17 — Alton, Alton Memorial Hospital 

March 18 — Evergreen Park, Little Company 
of Mary Hospital 

March 18 — Jacksonville, Passavant Hospital 

March 19 Decatur, Decatur-Macon County 
Hospital 

March 19 Elmhurst (Cardiac), Memorial 
Hospital of DuPage County 

March 19 — Rockford, St. Anthony’s Hospital 

March 24 — Effingham (Rheumatic Fever), 
St. Anthony Hospital 

March 24 — Peoria, Children’s Hospital 

March 25 — Aurora, Copley Memorial Hospital 

March 25 — Centralia, St. Mary’s Hospital 


< > 


Amn. College of Surgeons 
meeting in St. Louis 

The American College of Surgeons will hold 
a sectional meeting in Kiel Auditorium, St. 
Louis, March 9-12. 

The program will include hospital clinics, 
panels, symposia, scientific papers, technical ex- 
hibits, medical motion pictures and cine clinics 
in general, thoracic, ophthalmic, and orthopedic 
surgery; urology; and gynecology and obstetrics. 

Hospital clinics will be held in the Jewish, 
St. Louis City, St. Louis University, Barnes, 
St. Luke’s, and Veterans Administration Hos- 
pitals. Tours and demonstrations are scheduled 


- Sparta, Sparta Community Hos- 


for other hospitals. 
There will be a nurses’ program on all four 
days. 
< > 


Mayo clinical reviews 


Staff members of the Mayo Clinic and the 
Mayo Foundation for Medical Education and 
Research will present a program of lectures and 
discussions on problems of current interest in 
general medicine and surgery at Rochester, 
Minn,, April 13-15. Up to 21 hours of Category 
I ACGP credit may be obtained. 

There are no fees. The number of physicians 
who can be accommodated is limited. Those wish- 
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ing to attend should write to the Clinical Reviews 
Committee, Mayo Clinic, Rochester. 


< > 


Nuclear medicine meeting 


The Southwestern Society of Nuclear Medi- 
cine will hold its fourth annual meeting at the 
Roosevelt Hotel, New Orleans, March 14-15. 


< > 
Leukemia grants available 


The Leukemia Guild of Missouri and Illinois 
will have about $100,000 available July 1 for 
grants for investigative work in blood dyscrasias. 
Requests for grants under $15,000 a year will be 
given preference. 

Write to Mr. Ralph Shower, executive direc- 
tor, Leukemia Guild of Missouri and Illinois, 
4530 Forest Park Boulevard, St. Louis 8, for 
application forms. 

< > 


ICS awards for manuscripts 
on obstetrics, gynecology 

The Division of Obstetrics and Gynecology of 
the International College of Surgeons announced 
its second annual competition for two awards 
for the best manuscripts on a phase of obstetrics 
and gynecology. One award will be for $500 and 
the other for $300. 

The contest is limited to (1) interns, resi- 
dents, or graduate students in obstetrics and 
gynecology, and (2) to those engaged in the 
practice or teaching of the specialty. 

Manuscripts must be submitted by June | 
to Dr. Harvey A. Gollin, 55 East Washington 
Street, Chicago 2. Further information on con- 
test rules may be had from Dr. Gollin. Dr. 
August H. Daro, Chicago, is secretary of the 
division. 

< > 
Trudeau society to meet 


A symposium on smoking and lung cancer 
and another on emphysema will be among the 
highlights of the 54th annual meeting of the 
American Trudeau Society, medical section of 
the National Tuberculosis Association, to be held 
in Chicago, May 25-28. 

The meeting, to be held in the Palmer House, 
will be in conjunction with that of the NTA. 
There also will be panels and presentation of 
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papers on recent clinical and laboratory research 
in tuberculosis and other respiratory diseases. 
< > 


Surgical research award 


The Chicago Surgical Society announced its 
1959 Edwin M. Miller Award of $500 for sur- 
gical research, which will be presented at the 
May 1 meeting of the society. 

Contestants must be residents of Cook County 
and be preparing for a surgical career. Manu- 
scripts must cover work not previously published 
and must be submitted by March 1. 

Further information may be had from Dr. 
Robert L. Schmitz, secretary, 55 East Washing- 
ion Street, Chicago 2. 

< > 


Invite papers for meeting 


The 13th International Congress on Occupa- 
tional Health will be held in New York, July 
25-29, 1960. 

The program committee is inviting the sub- 
mission of papers on the following aspects of 
occupational health: administrative, medical, and 
surgical practices ; education and training ; social 


Aerosol Rx in dermatitis 


The aerosol form of Meti-Derm® was intro- 
duced recently as an alternate vehicle of therapy 
in conditions amenable to treatment with Meti- 
Derm cream. It contains 50 mg. prednisolone, 
isopropyl myristate, and Freon® as a propellant. 
Since it appeared the aerosol might possess cer- 
tain advantages over the cream it was decided 
to evaluate it among a group of dermatologic 
patients. Results were at least as good as those 
that could have been expected from the cream, 
and there were no adverse reactions. All patients 
with atopic and contact dermatitis reported rapid 
relief of symptoms, often during the first day 
of use, and objective evidence of improvement 
usually followed within several days. Within 


for February, 1959 


and legal; environmental hygiene and factors ; 
work physiology and psychology; specific indus- 
tries ; general. 

Abstracts should be presented to Dr. Irving 
R. Tabershaw, program chairman, International 
College on Occupational Health, 375 Park Ave- 


nue, New York, before January 1, 1960. 
> 


Gastroenterologists to meet 


The Association of the National European and 
Mediterranean Societies of Gastroenterology 
will be held in Leiden, the Netherlands, April 
20-24. The main themes will be (1) pathology 
of the small intestine, and (2) hepatitis. 

< > 


Rural health conference 


“Horizons in Rural Health” will be the theme 
of the 14th National Conference on Rural 
Health, March 5-7, at the Broadway Hotel, 
Wichita, Kan., sponsored by the AMA Council 
on Rural Health. Special stress will be put on 
mental health, problems of the aging, nutrition, 
dental health, costs of medical care, and various 
aspects of health insurance. 


one hour, after two applications, there was good 
relief in infants with eczema. Housewives with 
contact eczema experienced nearly complete relief 
within one week and they were advised to use 
rubber gloves thereafter. Treatment usually was 
initiated immediately after an acute outbreak, 
and symptoms disappeared far more rapidly than 
could have been expected in self-limited condi- 
tions. The special advantages: of Meti-Derm 
aerosol are that it is nongreasy and nonstaining, 
lasts longer than the cream, and is more uni- 
formly applied. It is especially suitable when a 
large or hairy area must be medicated. James 
Q. Gant, Jr., M.D. Meti-Derm Aerosol in Der- 
matoses. M. Ann. District of Columbia, Oct. 
1958. 
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A legislative job ahead 


There are 38 new members in the Illinois 
State Legislature for the present session—13 in 
the Senate and 25 in the House. Forty-five 
senators and 152 representatives were returned 
in the last election. 

This means considerable work must be done 
in cultivating the new members as well as keep- 
ing all informed concerning the viewpoints of 
medicine on pending measures, 

It is certain that many of the bills to be 
presented, if enacted, will bring about a poorer 
quality of medical care and thus be a disservice 
to the public. It will be up to all physicians 
to contact their representatives in the Legisla- 
ture and point out the dangers. 

One county medical society in another state 
summed up the problem in one sentence: “If 
we sit complacently by and let a few people 
railroad bad legislation through because we are 
too lazy to open our mouths, we have no one 
to blame but ourselves for the troubles we must 
later face.” 


Public relations tip 


One of the nicest ways we know to make peo- 
ple feel important and appreciated (and that, 
after all, is public relations at its best) is to 
thank them for their efforts. After a heavy snow- 
fall in New York State last winter someone in 
the Schoharie County Medical Society remem- 
bered that medical service would have come to 
a standstill if highways hadn’t been kept open. 
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So the society sent thank you notes to the county 
superintendent, town highway superintendents 
and employees, and the many volunteers who 
made it possible for doctors to visit their patients. 

How many people in your community are due 


-a word of gratitude from the county medical 


society ?—Jackson County (Mo.) Medical Soci- 
ety Weekly Bulletin, December 27, 1958. 


< > 


Allergy and enzymes 


Another approach to allergic diseases advocated 
recently by Becker considers the allergic reac- 
tion to be mediated by enzymes intimately asso- 
ciated with complement. Experimental evidence 
for this was obtained in the relatively simple 
immunologic reaction involving red cell he- 
molysis. Here it was shown that the blocking of 
proteolytic enzyme activity by antienzymes pre- 
vented hemolysis and that without the presence 
of sensitized cells the proenzyme involved is not 
converted into the enzyme necessary for the 
reaction. This basic chemical approach to allergy 
fits in with the present trend in medicine to 
identify disease entities in terms of enzyme pat- 
terns of reactions as advocated by Wroblewski. 
Should these observations be confirmed or ex- 
tended, and there is evidence to suggest such 
possibilities, the search will go on for suitable 
drugs which would interfere with enzymatic reac- 
tions involved in the antigen-antibody interac- 
tion. Samuel J. Prigal, M.D. Allergy, Infection, 
and the Psyche. New York J. Med. Oct. 15, 1958. 
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NURSE PLACEMENT SERVICE 


The Illinois Nurses’ Association consulting 
and placement service attempts to match the 
nurse and the job through careful screening 
and selection of all concerned. Finding the right 
nurse for the right people reduces employment 
problems for nurses as well as for physicians. 
‘he nurse benefits because she is guided in her 
career by a counsellor in her own profession. ‘The 
placement service has compiled professional 
records for 7,400 nurses in its 12 years of opera- 
tion. The education and employment experience 
of the nurses are recorded and in referrals, the 
personality and special aptitudes are considered. 


Bia BEN RETIRES 


The research dog hero of 1958 is a three year 
old from the deep south. He is Big Ben, a 
clownish, roguish canine who twice survived a 
new perfusion treatment for brain tumor at 
Tulane University. He is now retired and the 
adopted pet of a New Orleans family. 


A FLEXIBLE GOWN 


The Palm Patient gown was designed by a 
registered nurse who is night supervisor at Grant 
lfospital. The gown contains a multitude of 
snaps and flaps that allows instant exposure for 
‘xamination, intravenous medication, bandaging, 
and other hospital functions. The flexibility of 
‘he gown permits easy changing in immobile 
‘atients and those receiving intravenous feeding. 
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CORTICOSTEROID FOLLOW-UP 


Ten of the 20 Britons who were the first to 
receive cortisone eight years ago are still able to 
work. Five are comfortable at home and an equal 
number have died. Only one of these fatalities 
was from a condition connected with arthritis 
and the hormone treatment for it. Dr. Oswald 
Savage, of West London Hospital, is convinced 
after his experience that the corticosteroids 
enabled innumerable persons to become independ- 
ent and less. burdensome to their families. The 
hormones improved morale and many patients 
have been able to return to or remain at their 
previous occupations. 


DIVERSIFICATION 


This is the age of diversification and it is 
becoming increasingly difficult to determine who 
owns who and what. The Borden Company, for 
example, acquired Marcelle Cosmetics, Inc., 
makers of hypoallergenic cosmetics. Gillette con- 
centrates on razor blades but also sells a cough 
medicine along with pens, pencils, and permanent 
waves. Carter, of “little liver pill” fame, is 
doing well with Miltown. The medical profes- 
sion is following the opposite path. It is becom- 
ing less diversified and more specialized. We 
may lose in the long run by being swallowed 
up by larger and more diversified organizations. 

If you can’t diversify the product, you can 
change the odor. Pine scented Lysol is now 
available. 





PATIENTS FOR TEACHING 


Dr. Lowell T. Coggeshall, dean of the division 
of biological sciences, University of Chicago, 
believes that in the future most, if not all, medi- 
cal teaching will be done on private patients. 
This is reasonable because almost everyone in the 
United States soon will have health and hos- 
pital insurance. Our major charity hospitals de- 
rive considerable income from patients who have 
hospital, medical, and surgical coverage. Paying 
patients have been used for teaching for more 
than a quarter of a century at the University 
of Chicago. Students and staff are satisfied and 
many of the paying patients “feel proud” about 
participating in medical education. 


NEW ASPIRATOR 


A portable, 10 pound aspirator (Farr) was 
placed on the market recently. It requires no 
electricity and maintains a high vacuum via a 
unique foot pedal action. The vacuum created 
remains constant even though pumping is 
interrupted. 


SUPERVISION FOR MEDICAL RESEARCH FUNDS 


Federal appropriations for medical research 


have zoomed and many interested authorities 
are concerned with the management of these vast 
and diversified projects. Francis Boyer, chair- 
man of the board of Smith Kline & French 
Laboratories, told the A.A.A.S. that in his 
opinion it is time to establish a permanent, top 
level committee to advise Congress and_ the 
federal agencies. Medical research is complicated 
and “is more than pouring money into one end 
of a machine and cranking out good health at 
the other.” The pharmaceutical industry has an 


interest in the wise allocation of research funds; 


their own expenditures were estimated at $135 
millions in 1958. The medical profession and 
medical schools should show as much interest. 
The various institutes of health are strong com- 
petition for the Ph.D. and other workers in 
basic sciences who form the teaching nucleus of 
medical institutions. No one will deny the wis- 
dom of national medical research but we ought 
to get our money’s worth as well as to direct 
future projects along sensible and logical lines. 


DISASTER KIT 


The U.S. Army Medical Service has prepared 
an emergency medical packet for use in a mass 
casualty situation. It is more than a first aid 
kit and is designed to be used by nonmedical 
personnel. The packet is a single unit containing 
nine component cartons: two master packs con- 
taining Dextran® and miscellaneous items, one 
fracture pack, two burn packs, and four wound 
packs. It contains 23 items for the treatment of 
approximately 100 casualties for about 72 hours. 


FULL TIME PHYSICIANS 


Thirty-five per cent of physicians today are on 
full time salary in hospitals and other agencies 
compared to nine per cent in 1930. 


PHARMACEUTICALS 


Poquil pyrvinium pamoate is Parke, Davis & 
Company’s new raspberry flavored pinworm rem- 
edy. A single dose was reported to be curative 
in 95 per cent of 100 Florida victims. 

Irwin, Neisler & Co. have a new oral uretero- 
spasmolytic, Atratan, they say gives sustained 
relief in renal colic. Each tablet contains one 
mg. of atropine tannate, with the Durabond prin- 
ciple of oral respiratory release, which controls 
absorption of the drug. In many instances, there 
is no need for supplementary narcotics. 
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NEWS of the STATE 





COOK 


HospitaLs. The top scorers in the civil serv- 
ice examination for the specialties at Cook 
County Hospital are the following physicians: 
surgery, Manuel Lichtenstein ; orthopedics, Don- 
ald S. Miller; urology, J. Lester Wilkey ; pathol- 
ogy, George Milles; pediatrics, Samuel J. Hoff- 
man; dermatology, Theodore Cornbleet; conta- 
gious diseases, Heyworth N. Sanford; thoracic 
surgery, George Holmes; tuberculosis, Leroy H. 
Berard; otolaryngology, Samuel J. Pearlman; 
gynecology, Aaron Kanter ; maxillofacial surgery, 
George K. Lewis; medicine, Edmund F. Foley; 
neurology, Irving C. Sherman; neurological sur- 
gery, Paul Rosenbluth; and ophthalmology, 
Theodore Zekman. It is customary to offer the 
winners the chairmanship of the department. 

Seven medical departmental chairman have 
been appointed by the board of trustees of 
Presbyterian-St. Luke’s hospital. They are Drs. 
Stanton A. Friedberg, otolaryngology and 
bronchoesophagology; Francis J. Gerty, neuro- 
psychiatry; Edwin C. Graf, urology; John B. 
Haeberlin, dermatology; George M. Hass, pa- 
thology; William H. Holmes, dental surgery; 
and Fay H. Squire, radiology. 

Ir. Morris Weiss has been named medical 
diector of Mandel Clinic, the outpatient divi- 
sion of Michael Reese Hospital Medical Center. 

Newly elected president of the medical staff 
at forest Hospital, Des Plaines, is Dr. Stanislaw 
A. Maslanka. 
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Dr. Donald L. Kessler has been elected medi- 
cal staff president of St. Joseph Hospital. 

Dr. A. G. Cesare has been re-elected president 
of the South Chicago Community Hospital med- 
ical and dental staff. 

There is to be a new diagnostic center build- 
ing for the University of Chicago Clinics, with 
basement and subbasement connected to cor- 
responding floors of existing buildings. This 
diagnostic center will make immediately avail- 
able to entering patients a vast array of scientific 
resources. 

MEETING. The Society of Medical History of 
Chicago met Jan. 14, at the Institute of Medicine 
for two talks: One, “Francesco Redi—Physician, 
Microbiologist, and Poet,” was given by Eric 
W. Cochrane, University of Chicago; and the 
other, “Surgical Pathology in the Renaissance,” 
by Leo M. Zimmerman, Chicago Medical School. 

At the January meeting of the Forest Hos- 
pital, Des Plaines, Dr. H. Zimmerman, of the 
Chicago Medical School, spoke on “Drug He- 
patotoxicity with Particular Reference to Newer 
Psychiatric Drugs.” 

Lectures. Completing the fifth annual series 
of lectures on “The Growth of Medicine,” are 
“Lister” by Michael Mason, professor of surgery 
on Feb. 24; “Pare” by Barry J. Anson, chair- 
man and Robert Laughlin Rea professor of 
Anatomy on Mar. 3; and “Laennec” by Jerome 
R. Head, associate professor of surgery on Mar. 
10. The speakers are all on the Northwestern 
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University Medical School faculty. Members of 
the medical profession and the public are invited 
to these lectures at 8 a.m. in room 641 of the 
medical school, 303 E. Chicago Ave., Chicago. 

Meetina. The Chicago Neurological Society 
had the following program at their January 
meeting: “Head-Banging in Infants and Chil- 
dren,’ Harvey Kravitz, Zelda Teplitz, and Vin 
Rosenthal; “The Direct Pyramidal Tract in 
Man,” Joseph A. Luhan; and “Pneumosubduro- 
gram,” Bahij S. Salibi. 

Meretina. The mid-winter meeting of the Chi- 
cago Society of Industrial Medicine and Sur- 
gery, Jan. 21, had “Employment of the Physi- 
cally Handicapped and Legal Responsibilities,” 
as the topic for discussion by Lloyd EK. Hamlin, 
M.D., medical director, American Brake Shoe 
Company; Philip C. Klohr, attorney at law; N. 
Gillmor Long, M.D., resident surgeon, Lumber- 
men’s Mutual Casualty Company; and George 
Sawyer, formerly of Liberty Mutual Insurance 
Company. Dr. H..Glenn Gardiner, medical di- 
rector, Inland Steel Company, acted as mod- 
erator. 

TrusteE. Dr. Derrick Vail, Chicago was 
elected to serve as trustee of the National Medi- 
cal Foundation for Eye Care. 

GRANT AND Awarps. Dr. Francis L. Lederer, 
head of the department of otolaryngology, Uni- 
versity of Illinois has given the university $8,000 
to establish the College of Medicine Otolaryn- 
gologie Fund. 

A three year grant totaling $156,000 was 
awarded to Dr. Jerome Cohen, Wilmette, asso- 
ciate professor at Northwestern University Med- 
ical School, to study blindness in children. The 
grant was from the Institute of Neurological 
Diseases and Blindness, of the United States 
Public Health Service. 

Two Chicago surgeons are among 10 leaders 
of American medicine who have been voted dis- 
tinguished service awards for “significant con- 
tributions to human health and welfare.” They 
were nominated by the deans of medical schools 
and readers of Modern Medicine, a publication 
that confers the prizes annually. Dr. Willis J. 
Potts, surgeon in chief of Children’s Memorial 
Hospital was cited for his “significant advance- 
ment of surgical correction of congenital anom- 
alies and his continuing influence in development 
of pediatric surgery.” Dr. Paul C. Bucy, profes- 
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sor of surgery at Northwestern University Medi- 
cal School, received his award for “research 
elucidating the function of the motor cortex 
and leadership in clinical neurologic surgery.” 

Two professorships in nutrition and metab- 
olism, the first to be endowed specifically in 
this field in a medical school, have been estab- 
lished at Northwestern University Medical 
School. The first chair, the Tom D. Spies Pro- 
fessor of Nutrition and Metabolism, will be 
awarded to Dr. Robert E. Stone, and the second 
professorship, as yet unnamed, will be held by 
Dr. Tom D. Spies of the Nutrition Clinic, Hill 
man Hosptial, Birmingham, Alabama. 

Dr. Marvin Ziporyn will head an expanded 
residency training program in psychiatry and 
neurology at Chicago Medical School. A grant 
of $15,500. from the U.S. Public Health Service 
will finance the program. 


FULTON 


MeetinG. Dr. Robert Rutherford, Peoria, dis- 
cussed “Management and ‘Treatment of Dia- 
betes,” at the January meeting of the Fulton 
County Medical Society. 


HENRY 


MeetinG. Dr. Ralph F. Davis spoke on “Pres- 
ent Day Radiation Dangers and Protective 
Measures,” and Dr. Harold Swanberg spoke on 
“Adams County Society Major Learning Pro- 
gram and Achievement Awards,” at the January 
meeting of the Henry County Medical Society. 


KNOX 


New Orricers. Knox County Medical So- 
ciety officers for 1959 are: Drs. Jay Bowman, 
president; Fred Stansbury, vice president; and 
R. L. Cannon, secretary-treasurer. 

MeetinG. John F. Schaich, supervisor of the 
crime laboratory, State of Illinois, spoke on “The 
Problem of Expert Opinion,” at the January 
meeting of Knox County Medical Society. This 
meeting was held jointly with the dentists and 
lawyers of Knox County. 


LAKE 


MeetinG. Dr. Harold Voris, professor of neu- 
rosurgery, Stritch School of Medicine spoke 
on “Head Injuries,” at the January 13 meeting 
of the Lake County Medical Society. At the 
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January 29 meeting, Dr. Joseph R. Shaeffer, 
chairman of Subcommittee on Disaster, Ameri- 
can College of Surgeons discussed “Medical 
Problems Peculiar to Disaster.” 


LASALLE 


Meetina. Dr. Carl E. Westmark, medical de- 
partment, Blue Cross-Blue Shield, spoke at the 
January meeting of the LaSalle County Medical 
Society on “The Physician, Blue Cross, and Blue 
Shield.” 


MACON 


New OrrFicers. Macon County Medical So- 
ciety officers for 1959 are: Drs. James B. Waller, 
president; Stanley E. Goldstein, secretary; and 
William T. Couter, treasurer. 

RETIREMENT. Dr. C. Martin Wood has retired, 
after 5914 years of practicing medicine in De- 
catur. Dr. Wood is a past president of the Macon 
County Medical Society and a 50-year member 
of the Illinois State Medical Society and the 
American Medical Association. He is a former 
president of the Decatur and Macon County 
Hospital staff and an honorary member of both 
the Decatur and Macon County and St. Mary’s 
Hospital staffs. Outside his profession he has 
been an avid traveler and is interested in photog- 
raphy. As to his future plans he remarked 
“Have camera, will travel.” 

Dr. Lee O. Frech retired Jan. 1 after 4814 
years of practicing medicine. He opened his 
office in White Hall and came to Decatur in 
1921 after further studies in the then new spe- 
cialty of pediatrics. Dr. Frech is a member of 
the American Academy of Pediatrics, is a board 
member of the academy’s Illinois chapter, and is 
a past president of the General Illinois Pediatric 
Society. He also is a member of the Academy 
of Internal Medicine, the American Medical As- 
sociation (House of Delegates from 1939-1948), 
the Illinois State Medical Society, and a past 
president of the Macon County Medical Society. 
He has no plans but to go to his son’s home in 
California for a visit and after that “Don’t 
worry, Pll find something to do,” he said. 


MORGAN 


%. \zw Orricers. Morgan County Medical So- 
ciety@fficers for 1959 are: Drs. Harold V. Nor- 
ris, president; Harvey D. Scott, vice president ; 
an’ Thomas W. Auner, secretary-treasurer. 
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PEORIA 


MeetinG. Dr. James Priestley, Mayo Clinic 
spoke on “Gastric Carcinoma,” at the January 
meeting of the Peoria Medical Society. 


PERRY 


New Orricers. Perry County Medical Society 
officers for 1959 are: Drs. Julius J. Weinberg, 
president; Gilbert H. Edwards, vice president ; 
and Richard T. Matlavish, secretary-treasurer. 


PIKE-CALHOUN 


New Orricers. Pike-Calhoun County Medi- 
cal Society officers for 1959 are: Drs. James EK. 
Goodman, Jr., president; B, J. Rodriguez, vice 
president; and James H. Rutledge, secretary- 
treasurer. 


ROCK ISLAND 


Meetine. “Antibiotic Therapy and the Resist- 
ant Staphylococcus Infections,” was the topic 
discussed by Dr. Mark H. Lepper at the Febru- 
ary meeting of the Rock Island County Medical 
Society. 


SANGAMON 


MeetineG. At the regular January meeting of 
the Sangamon County Medical Society, the an- 
nual memorial service was conducted by Rev. 
Fr. Joseph C. Canella, C.S.V. Dr. Alton J. Mor- 
ris spoke on “Field Trials with Asian Flu Vac- 
cine,’ and Dr. Basilius Zaricznyj discussed, 
“Relationship Between Trauma and Stomach 
Motility.” The 1959 officers are: Drs. William 
DeHollander, president; A. E. Steer, vice presi- 
dent; and E. M. Janzen, secretary. 


ST. CLAIR 


New Orricers. St. Clair County Medical So- 
ciety officers for 1959 are: Drs. L. Tegtmeir, 
president; C. Bauman, vice president; and J. 
Hipskind, secretary. 


VERMILION 


Orricers. Vermilion County Medical Society 
officers for 1959 are: Drs. Paul E. Hepner, 
president; John S. Curtis, vice president; and 
L. W. Tanner, secretary-treasurer. 

GENERAL 

GALESBURG 


State ResearcH HOspPITAt. 


109 





Galesburg Research Hospital in 1955 became 
the first mental hospital in Illinois and the fifth 
in the United States to receive full approval of 
the commission upon recommendation of the 
central inspection board of the American Psy- 
chiatric Association. Again, after having been 
inspected and evaluated by the Joint Commission 
on Accreditation of Hospitals, it has been certi- 
fied for a period of three years. 

Dixon State Scuoor. Hill Top, Dixon State 
School’s half-way house for men, held open 
house during the holiday season. The new unit, 
which opened Aug. 28, 1958, accommodates 12 
male residents between the ages of 18 and 40, 
and serves as “the final step in the school’s total 
rehabilitation program designed to return the 
residents to society where they may function as 
self-sufficient citizens.” 

TV. The premier of a television program en- 
titled Nutrition and Public Health, featuring 
the Oak Park Health Department, took place on 
Channel 11, Jan, 2. The program is part of a 
series of 13 kinescopes on nutrition entitled 
“The Balance.” 

Four Air Force PHYSICIANS FROM ILLINOIS. 
In our December issue of IMJ we carried news 
of the retirement of Major General Dan C. Ogle 
(Keithsburg) as Surgeon General of the United 
States Air Force and the appointment of Major 
General Oliver K. Niess (Belleville) to fill this 
post. Now, word comes from the Headquarters 
United States Air Force, that two more Illinois 


air force physicians are on the roster. Major 
General Olin F. MeIlnay (Polo) entered active 
duty for the air force in 1928 and has served 
in many commands. He is rated as Chief Flight 
Surgeon and is responsible for more than 200 
new medical and dental facilities being author- 
ized in the air force. Major General Wilford F. 


Maj. Gen. 
Dan C. Ogle 


Maj. Gen. 
Oliver K. Niess 


Hall (Mount Vernon), Surgeon of the Air 
Materiel Command, also entered active duty in 
1928. From 1954-1957 he served as chief medi- 
cal officer, North Atlantic Treaty Organization 
in Paris, France. 


MeetING. Chicago physicians taking part in 
the Southeastern Regional convocation of the 
International College of Surgeons held in Miami 
Beach, Jan. 4-7, included Drs. Edward B. Allen, 
Oscar L. Becker, Edward L. Compere, August 
Daro, Robert J. Freeark, Manuel Lichtenstein, 
George F. Lull, Ross T. McIntire, Jerome Moses, 
Peter A. Rosi, Lindon Seed, Philip Thorek, 
Max Thorek, and Francis D. Wolfe. 


APPOINTMENT. Dr. Kenneth B. Babcock of 
Chicago, has been appointed to the board of 
directors of the American Hospital Association, 
and its delegate to the Joint Blood Council. 


MeetinG. Dr. Kenneth L. Roper, assistant 
professor of ophthalmology at Northwestern 
University and a member of the senior attending 
staff, Chicago Wesley Memorial Hospital was a 
speaker at the 1959 meeting of the New England 
Ophthalmological Society in Boston. His topic 
was “The Cataract Operation: A Study of 
Details.” 


LECTURES ARRANGED BY THE ILLINOIS STATE 
MepicaL SOcIETy: 


ELMER BERNSTEIN, clinical associate in medi- 
cine, Stritch School of Medicine of Loyola Uni- 
versity, addressed the Rodfei Zedek Social Club 
of the Jewish Community Centers, January 14, 
on “Live Longer and Enjoy It.” 

Sot ALTSCHUL, assistant professor of psy- 
chiatry, University of Illinois College of Medi- 
cine, addressed the Temple Sholom Golden Age 


Maj. Gen. 


Olin F. McIlInay Wilford F. Hall 
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Club, January 15, on “Live Longer and Enjoy 
he 

GEORGE W. FERENZI, clinical instructor in the 
Department of Medicine, Stritch School of Medi- 
cine of Loyola University, will address the Gage 
Park Woman’s Club at the Field House, March 
10, on “Live Longer and Enjoy It.” 


DEATHS 

Puitie L. Artes*, Oak Park, who graduated 
at the University of Illinois College of Medicine 
in 1923, died December 10 in Mt. Sinai Hospital, 
aged 60. He was professor of pediatrics at the 
Chicago Medical School, attending pediatrician 
at Cook County and Mt. Sinai Hospitals, and 
treasurer of the Chicago Pediatric Society. 

ELMER EK. BovusLoueH, Aurora, who gradu- 
ated at the Hahnemann Medical College and Hos- 
pital in 1893, died in the Galena Boulevard 
Hospital, July 21, aged 94. 

GROVER CC. Brown*, Ste. Marie, who gradu- 
ated at Barnes Medical College, St. Louis, in 
1905, died Nov. 30, aged 74. 

Wittiz Mak Criirron (Freeman), Northfield, 
who graduated at Woman’s Medical College of 
Pennsylvania in 1932, died September 27, aged 
52. She was a member of the attending staff 
of the Children’s Memorial Hospital. 

JoHN JosEPH Connon, Chicago, who grad- 
uated at Northwestern University Medical 
School in 1911, died October 13, aged 69, of car- 
cinoma of the lung. He formerly practiced in 
Bloomington, where he was a member of the staff 
of St. Joseph Hospital. 

Ratpw A. Davis*, Chicago, who graduated 
at’ Northwestern University Medical School in 
1925, died December 10, aged 59. He was assist- 
ant professor of ophthalmology at Northwestern 
University Medical School, and a member of 
the staffs of Chicago Wesley Memorial and 
Swedish Covenant Hospitals. 

Metvin L. Hore*, Phoenix, Arizona, formerly 
of Danville, who graduated at Northwestern 
University Medical School in 1911, died Decem- 
ber 12, aged 70. 

CHARLES H. Hutick*, Shelbyville, who grad- 
uated at the Eclectic Medical College, Cincin- 
nati, in 1911, died December 10, aged 70. He 
was formerly councilor for the Seventh District 
ol! the Illinois State Medical Society. 

Jay G, Jones*, Chicago, who graduated at 
Northwestern University Medical School in 1911, 
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died December 12, aged 73. He was a member 
of the staff of Grant Hospital. 

JacoB THOMAS KeEssINGER, Hartford, who 
graduated at Kentucky University Medical De- 
partment, Louisville, in 1904, died October 24, 
aged 91. 

DonaLp B. KNow.es*, Chicago, who gradu- 
ated at Northwestern University Medical School 
in 1931, died December 30, aged 51. He was 
president of the medical staff of Roseland Com- 
munity Hospital, a member of the Jackson Park 
Hospital staff, and medical director for the Acme 
Steel Company. 

Lours CHAR Les Kvitrex*, Hinsdale, who grad- 
uated at the Chicago College of Medicine and 
Surgery in 1916, died October 11, aged 67. 

ALFRED LEwy*, Chicago, who graduated at 
the Chicago Homeopathic Medical College in 
1897, died December 15, aged 85. He was 
attending otolaryngologist at the Illinois Eye 
and Kar Infirmary for 40 years; a member of 
the staffs of Mt. Sinai, Chicago Wesley Memorial, 
and County Hospitals. A former president of 
the Chicago Laryngological and Otological Soci- 
ety, he had possessed for 10 years the Silver Cane 
for the oldest active member of this Society. A 
member of the “Fifty Year Club” of the Tlinois 
State Medical Society, he had practiced medi- 
cine for 60 years. 

JoHN 8S. McDavip*, Oak Park who graduated 
at Northwestern University Medical School in 
1924, died January 4, aged 60. He was a mem- 
her of the staffs of West Suburban, Oak Park, 
and Children’s Memorial Hospitals. 

Witiiam G, More.*, Chicago, who graduated 
at the University of Illinois College of Medicine 
in 1937, died December 9, aged 46. He was a 
member of the staff of Michael Reese Hospital. 

Anson L. NicKERSON*, Kankakee, who grad- 
uated at Rush Medical College in 1904, died 
December 25, aged 81. He was a former president 
of the Kankakee County Tuberculosis Associa- 
tion, and had practiced medicine in Kankakee 
County for 53 years. 

THomas W. ParscHe*, Chicago, who retired 
to Ocean Springs, Miss., 18 months ago, gradu- 
ated at Rush Medical College in 1903. He died 
in Gulfport, Miss., December 9, aged 77. A mem- 
ber of the “Fifty Year Club” of the Illinois 
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State Medical Society, he had been on the staff 
of Edgewater Hospital for 54 years. 

CLARENCE T. Piaut*, Chicago, who graduated 
at Loyola University School of Medicine in 1926, 
died January 5, aged 57. He was a member of 
the medical staff of Jackson Park Hospital. 

Guy V. Pontius*, Chicago, who graduated 
at the University of Illinois College of Medicine 
in 1923, died January 4, aged 61. He was senior 
attending surgeon at Presbyterian-St. Luke’s 
Hospital, consulting surgeon at Illinois Central 
Hospital and St. Francis Hospital in Blue 
Island, and associate professor of surgery at 
Northwestern University Medical School. 

Frank T. Porrs*, Decatur, who graduated at 
Rush Medical College in 1904, died July 29, 
aged 83. 

Marruias Harvey SawyYEr’, retired, Ottawa, 
who graduated at Sioux City College of Medi- 
cine in 1904, died October 13, aged 79, of 
bronchopneumonia. He was at one time health 


Magic salve 

The combination of Vioform® and hydrocor- 
tisone has proved to be one of the most valuable 
topical remedies for the treatment of a number 
of dermatoses. These include seborrheic dermati- 
tis, particularly seborrheic dermatitis of the face, 
ears, neck, and folds. The drug was found to be 
useful in controlling nummular eczema and 
eezematoid eruptions of the hands due to atopic 
dermatitis and alkali damage type of irritation. 
Healing hand eczemas depends on correcting the 
causative mechanism, and in the cases studied 
this apparently was accomplished by reducing 
alkali damage. 

Atopic dermatitis of limited areas in both 
adults and children responded well and was con- 
trolled by the topical use of Vioform-hydrocor- 
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officer of Ottawa, and county coroner from 1950 
to 1952; he was a past president of the LaSalle 
County Medical Society. 

Epwarp G. ScHussLer*, Oak Lawn, who 
graduated at the Chicago College of Medicine 
and Surgery in 1908, died December 16, aged 
72. He was a member of the staffs of South 
Chicago and Little Company of Mary Hospitals. 

JosePH T. TwoHEy*, Chicago, who graduated 
at Loyola University School of Medicine in 1932, 
died December 27, aged 50. He was a member 
of the staff of St. Anne’s Hospital. 

Paut H. WezEMAN*, Oak Park, who gradu- 
ated at Chicago College of Medicine and Surgery 
in 1914, died December 21, aged 75. He had 
been a member of the staff of West Suburban 
Hospital for over 40 years. 

CarL E. Zancer*, Chicago, who graduated 
at Northwestern University Medical School. in 
1920, died July 17, aged 64. 


"Indicates member of the Illinois State Medical Society. 


tisone cream. Lichen simplex chronicus fre- 
quently was benefited markedly by topical Vio- 
form-hydrocortisone cream. The combination did 
not interfere with the use of roentgen ray therapy 
or tar preparations. It is our impression that 
fewer roentgen ray treatments were required to 
bring about a remission of lichen simplex if 
Vioform-hydrocortisone was used simultaneously. 
There was no incidence of irritation or allergic 
eczematous contact dermatitis in the 84 cases 
treated. The chief disagreeable quality of the 
topical remedy is its mild staining property. We 
believe Vioform-hydrocortisone cream is one of 
the most versatile and useful drugs at our dis- 
posal for topical therapy. Donald G. W. Brook-. 
ing, M.D. and J. B. Howell, M.D. Vioform- 
Hydrocortisone Cream in Selected Dermatoses. 
Texas J. M. Nov. 1958. 
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